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FOREWORD 


The Quarterty Review or SuRGERY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 
. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia 11. Proctology 
. Tumors 10—C. Peritoneum 12. Genitourinary Surgery 
. Neurosurgery 10—D. Stomach and 13. Gynecologic Surgery 
. Head and Neck Duodenum 14. Vascular Surgery 
. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 
. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
. Thoracic Surgery 10—G. Liver and Biliary 7. Miscellaneous 
9. Breast Tract 18. Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 
Normal Pregnancy Including Diagnostic Tests The Menstrual Cycle 
Pathologic Pregnancy The Vulva and Vagina 
Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 
Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology) 
and Analgesia Operative Gynecology 
Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 
Pathology of Newborn 
The Puerperium 
MISCELLANEOUS BOOK REVIEWS 
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Hypertrophic Pyloric Stenosis 


Emilio Roviralta, M.D. 


POLICLINIC AND NEUROLOGIC INSTITUTES 
BARCELONA, SPAIN 


In a communication before the Spanish Congress of Pediatrics in Seville on the 
etiology of habitual vomiting in general, the innumerable diagnostic problems occa- 
sioned by vomiting during the first months of life were presented in detail.! From 
them, those problems more intimately related to hypertrophic pyloric stenosis and 
worthy of further development have been selected for clarification. 


PYLOROSPASM AND PYLORIC STENOSIS 


The term “‘spasm’’ introduces an element of physiologic confusion, since Rhu- 
mann, Rieder and Muller and others have demonstrated that the pylorus contracts 
when opening and that it remains closed when resting.” For this reason it would 
seem preferable to use the term ‘pyloric paralysis’’ or ‘inhibition,’ rather than 
“spasm.” 

It is futile to set up differential diagnostic points between functional and organic 
stenosis, particularly in view of the fact that in practice both conditions can fre- 
quently be treated successfully with or without operation. The American school of 
thought favors the surgical treatment and the Swedish prefers the medical (Wall- 
gren).* 

It has been suggested since the time of Meyer,‘ Holt,® and others that common 
etiologic factors exist for both conditions. Symptoms of functional stenosis so 
severe as to simulate organic stenosis are rare enough to raise a reasonable suspicion 
of some coexisting extrapyloric cause. 

A strictly functional stenosis may exist in neuropathic children of more than 5 
or 6 months of age. We have seen a child of 84% months, emaciated from vomiting, 
in whom the use of the catheter balloon of Seigert caused the syndrome to disappear 
in 48 hours. The simple procedure of temporarily occluding the cardia has not 
received the recognition it deserves. 

Most of the modern texts on pediatrics, excepting a few, such as that of Blech- 
mann,° treat as organic stenosis every intense stenosant syndrome, and consider as 
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functional stenosis the mild forms that respond easily to dietetic and medical treat- 
ment. In Brennemann’s Practice of Pediatrics’ and in the text by Lichtfield and 
Dembo,’ the difference between these two is based solely on the intensity of the 
symptoms, with the exception of the palpation of the pyloric tumor, an objective 
sign to be discussed later. 


This view of the problem fails to recognize the marked disparity often noted 
between the symptoms and the operative findings of hypertrophic pyloric stenosis. 
The following instances may be mentioned as examples of this disparity: (1) The 
published observations on patients exhibiting the usual syndrome who have been 
cured following pyloromyotomy on a macroscopically normal pylorus; (2) The 


Fic. 1. Pyloric stenosis confirmed by operation. 
Total retention for 6 hours, with quick emptying afterward. 


observations of Meuwissen and Sloff,* Boppe,’ and Filkenstein,'® all of whom report 
on children with the typical syndrome of pyloric stenosis in which, although no 
tumor was found, the syndrome disappeared after pyloromyotomy. Then at a sec- 
ondary operation because of recurrence of symptoms some weeks later, hypertrophy 
was demonstrated ; (3) the frequency of necropsy reports of pyloric tumors in children 
who have died of other illnesses and who never presented the symptom of vomiting; 
and (4) a recent paper of unusual experimental significance presented before the 
Society of Pediatrics of Paris by Gueriocolas and Baudy,'' in which they report 
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2 cases of pyloric hypertrophy, confirmed at operation, which were cured by simple 
incision of the peritoneum over the pyloric tumor, without splitting the hyper- 
trophic pyloric muscle. This argues against the thesis that pyloromyotomy acts ex- 
clusively to liberate mechanically a stenotic condition, an idea we also are unable to 
agree with. 


Regarding the only clinical diagnostic sign of indisputable value, there is wide 
disagreement in the literature on the question of a palpable tumor. Ladd, Ware, 
and Pickett'* consider it essential and state that it is found in 98 per cent of their 
patients; Schaefer and Erbes'* report it in 63 per cent, and other authors in still lower 
percentages (Mauriquand, 16 per cent, Wallgren,'* 11 per cent). Despite the utmost 


Fic. 2a. Canalis egestorius, very long. Hy- Fic. 2b. The same patient. Partial gastric 
) y 
pertrophic stenosis found at operation. Py- ectopy. Recovery after placing baby in erect 
loromyotomy without success. position. 


determination and perseverance, we have been unable to palpate the pyloric tumor 
in more than one third of our patients. 

Radiologically, the shape of the stomach, its peristalsis, size, degree of retention, 
etc., show marked variability, especially during the first phase of the syndrome. 
The radiograph (figure 1) of a child with hypertrophic pyloric stenosis proven surgi- 
cally is a good example. The gastric retention was complete for six hours, after 
which the quick emptying shown in the picture occurred. From the work of Meu- 
wissen and Sloff,* Halbertsma,'* Jochims,'® and Wallgren,'* and from papers pub- 
lished recently in the United States by Olnik and Weens,'’ and Miller and Ostrum, 
we know that measurement of the “‘canalis egestorius’’ (in the prepyloric antrum) 
furnishes us with information of definite value. This is diagnostic of pyloric hyper- 
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trophy and is of great assistance in determining the etiology of a vomiting syndrome 
in doubtful cases. 


PARTIAL GASTRIC ECTOPY 


This malformation, first described in children by Findlay and Kelly'*: * in 1931, 
has later been the subject of numerous papers; in America, by Clerf and Manges,*! 
Glatt,** Wright** and others; in France by Lelong et al,?*: Khéler and Papillon,** 
Letang,*’ Turquety and Mignon,** and others; in Switzerland by Nicod,*® and in 
Spain by the author and his co-workers. The clinical picture is apparently often 
confused with that of hypertrophic pyloric stenosis. 


Fic. 3. Partial thoracic stomach, dome form. 


This malformation is called by the Anglo-Saxons, short esophagus with partial 
thoracic stomach; by the French, brachiesophage; by the Germans, Bergmann’s 
hernia; and by the Scandinavians, Akerlund's hernia. The reasons why we call it 
partial gastric ectopy are presented in a paper published in Archives Francais de 
L’ Appareil Digestif et de la Nutrition of December 1946. In the literature, it is also de- 
scribed variously as cardio-esophageal relaxation, epiphrenic diverticulae, esophageal 
stenosis, or hiatal hernia, with which it neither clinically nor radiologically should 
be confused. These conditions possess definite distinguishing characteristics. *° 

In one well documented paper'! by authors experienced in these conditions, par- 


june 1954 QUARTERLY REVIEW OF SURGERY 


. 


tial gastric ectopy does not appear in the discussion of the differential diagnosis of 
hypertrophic pyloric stenosis. On the other hand, they include therein the differen- 
tiation with “‘chalasia of the inferior part of the esophagus’’ describing a new “‘syn- 
dromic complex’’ which corresponds so exactly with the clinical picture of partial 
gastric ectopy that there is no doubt as to a confusion between the two conditions. 
A biopsy of the mucosa of the supposed esophageal relaxation aids in identifying its 
gastric origin. 

We have also observed the coexistence of gastric ectopy and pyloric stenosis. A 
female infant 1 month of age had been vomiting since birth. The radiographic 
examination demonstrated an elongated canalis egestorius but did not include the 
cardia (figure 2a). When pyloromyotomy did not succeed in relieving the symptoms, 
a second radiograph was taken. This was positive for partial gastric ectopy (figure 


Fic. 4. Typical picture of a partially thoracic stomach in a three week old infant. Parasol form. 


2b), and the patient was cured by placing her in the upright position. (This asso- 
ciation of the two conditions has been observed personally in 3 additional cases, 
and we are in possession of valuable observations of it from other surgeons—Rivarola 
from Buenos Aires, Grogg from Zurich, and Taracena from Madrid.) 

There should be little confusion between hypertrophic pyloric stenosis and partial 
gastric ectopy. The radiographs are usually so typical that they are easily dis- 
tinguished. Some show the form of a cupola or dome (figure 3). (This indicates a 
short esophagus, not necessarily congenital, discussed in the author’s communication 
to the Pediatric Society of Paris, December 1951, and which is generally recognized 
in adults.) Others, which are more frequent, take the form of a parasol (figure 4). 
These can at times be differentiated by a detailed clinical anamnesis. 
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CHRONIC DUODENAL STENOSIS 


Hypertrophic pyloric stenosis may coexist with an anomaly of the gastroduodenal 
region. Ladd, Ware and Pickett'* published reports of 7 cases of this association 
found in 380 infants operated on for hypertrophic pyloric stenosis, the duodenal 
anomaly in their series being due to malrotation of the cecum. We possess records 
of 2 cases of hypertrophic pyloric stenosis, verified in 1 by necropsy and in another 
by operation, in which there was an associated malformation in the terminal duo- 
denum and beginning of the jejunum which greatly complicated the clinical picture. 

The first of our cases (figure 5) gave typical radiographic findings of an obstruction 
in the region of the duodenojejunal angle. At necropsy (death occurring acci- 


Fic. 5. Retention of the barium meal in the duodenojejunal angle. 
Pyloric stenosis and deformity in the beginning of the jejunum. 


dentally during a preoperative transfusion), there was found in addition to pyloric 
hypertrophy, an M-shaped deformity in the said place. Its symptomatic significance 
was difficult to evaluate but it seemed unimportant so far as the pyloric condition 
was concerned, because in the radiographic study the barium was observed to pass 
through the pylorus in both directions. In the other patient the preoperative diag- 
nosis of hypertrophic pyloric stenosis was based especially on the length of the 
canalis egestorius, but admitted at the same time the possibility of a lower obstacle, 
because of the difficulty of transit of the barium meal into the jejunum (figure 6). 
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Following pyloromyotomy, vomiting ceased for three days. On the fourth day the 
obstructive clinical picture again appeared with such violence that in spite of all 
attempts to prepare the patient for a second operation he died on the fifth day. A 
congenital V-shaped plicature beneath the ligament of Treitz was found. 

Aside from the coexistence of these two conditions, chronic duodenal stenosis or 
“duodenal stasis’’ may require differentiation from hypertrophic pyloric stenosis. 
Study of the canalis egestorius is of importance; fluoroscopy and radiography are 
essential for observing the slowness of the duodenal transit of the barium, the in- 
crease of the duodenal diameter in some places (figure 7), and the reflux (brassage) of 
the barium toward the stomach. A barium enema is indicated to determine whether 


Fic. 6. Chronic duodenal stenosis caused by a 
V-shaped deformity in the last portion of the duodenum. 


there is extrinsic pressure by a sheet of peritoneum attached to a malrotated cecum. 

The minor importance given to these points in all pediatric texts requires the 
emphasis of three facts: (1) The existence—not rare—of chronic duodenal stenosis; 
(2) The possible association of it with hypertrophic pyloric stenosis; (3) The neces- 
sity of examining the duodenum and the cardioesophageal region radiologically in 
all babies suspected of pyloric stenosis. Our present clinical records do not give 
sufficiently detailed data to permit a correct diagnosis. Even the palpation of the 
pyloric tumor is not sufficient since we know that this condition is not infrequently 
associated with others. 
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PLICATURE OF THE STOMACH 


Plicature of the greater gastric curvature is still an imperfectly described condi- 
tion. It seems to be related to gastric volvulus of the adult and is produced in infants 
by an accumulation of gas in the bowels, especially the transverse colon, pushing 
the stomach upward and causing vomiting. This has been reported by Marie, 
Mignon, See, and Martin du Pan,*! and is undoubtedly similar to other reports 
such as that of 18 cases reported by Miller and Ostrum.'* 


GYNECOMASTIA AND PYLORIC STENOSIS 


Of special interest is the relatively frequent association of hypertrophic pyloric 
stenosis with gynecomastia. Since our attention was drawn to this we have ob- 


Fic. 7. Chronic duodenal stenosis cured by maintaining the baby in genucubital position 


served it 7 times (once in a female) among 30 cases. It may be related to the hor- 
mones of growth or other hormones which have been discussed by Stolte,** Kohn? 
(synkainogenesis), and Beumer and Hukel.** Also of importance in this connection 
is the paper by Fanconi** and Landolt dealing with the relationship between the 
pyloric syndrome and suprarenal dyscrasia (dyscorticism). There may be some 
etiologic relationship to the starvation gynecomastia discovered by Klatskin and 
Rappaport®® and by Hibbs** in underfed prisoners of war. 
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SUMMARY 


A differentially diagnostic comparison is drawn between hypertrophic pyloric 
stenosis and partial gastric ectopy, chronic duodenal stenosis, and plicature of the 
greater gastric curvature, and a few methods of treatment are pointed out. The 
occurrence of gynecomastia in association with hypertrophic pyloric stenosis is noted. 
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MD EDITORS HONORED WITH AWARDS 


The editors of two MD Publications journals received awards in Washington, 
D. C., recently in recognition of their outstanding service to the U. S. Department of 


Health, Education and Welfare. The Distinguished Service Award, Gold Medal, 
was presented to Henry Welch, Ph.D., Editor in Chief of the journal, ANTIBIOTICS 
AND Cuemortuerapy, and to Dr. Winfred Overholser, Editor in Chief of the Quar- 
TERLY Review or Psycu1atry AND NEUROLOGY. 

Doctor Welch, who is director of the Antibiotics Division of the Food and Drug 
Administration, was cited for his outstanding contributions to public health and 
science, his outstanding skill in public administration, and for distinguished author- 
ship. He has been editor of ANTrBIoTICS AND CHEMOTHERAPY since its founding in 
1950, and under his guidance the journal has become internationally recognized as 
the authoritative publication in its field. Dr. Welch developed the current methods 
and standards of testing commercially prepared antibiotics for the government and 
is responsible for the certification of their safety and efficacy. Last fall he served as 
chairman of the first Symposium on Antibiotics held in Washington under sponsor- 
ship of the Food and Drug Administration and the journal, ANTrIB1oTICs and CHEMo- 
THERAPY. He is also the author and editor of a number of scientific articles and books. 

Doctor Overholser, who is superintendent of St. Elizabeth's Hospital in Wash- 
ington, one of the best mental hospitals in this country, received the award for his 
‘outstanding contributions to humanity in the field of mental health.’" He has also 
been Professor of Psychiatry at the George Washington University School of 
Medicine since 1938. Before accepting his present appointment, he was a com- 
missioner in the Massachusetts State Hospital Service. 
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surgery abstracts 


ANESTHESIA AND ANALGESIA 


24. Controlled Hypotension At Intracranial Operations. P. E. WIKLUND, Stock- 
holm, Sweden. J. Neurosurg. X:617-623, November 1953. 


During the past few years, various methods have been introduced for the pur- 
pose of reducing bleeding in the operative field during surgery by means of induced 
and controlled hypotensicn. 

The ganglion-blocking agent, hexamethonium, was introduced at the Neuro- 
surgery Department of Serafimerlasarettet in the fall of 1951 for use in intracranial 
operations. 

The hexamethonium compounds were found to be effective agents for lowering 
the blood pressure, reducing bleeding and edema in the operative field during intra- 
cranial operations, and, in operations on arterial aneurysms, for lessening the risk 
of rupture. 

Arlerial aneurysms. In such cases the blood pressure is not reduced until the 
surgeon approaches the aneurysm and it is exposed and ligated. With a fall 
in blood pressure, the tension in the aneurysmal sac decreases and the risk of rup- 
ture is substantially lessened. Exposure can be made more readily, and if the 
aneurysm should rupture, the bleeding will naturally be easier to control if hypo- 
tension is present. At operations for intracranial aneurysms, the blood pressure 
need be reduced below 70 mm. Hg only for a few minutes. 

Highly vascular tumors and malformations, such as meningeomas and arterio- 
venous aneurysms: It was an early experience in neurosurgery that the surgeon 
makes but little progress in the early stages of an operation for a highly vascular 
intracranial tumor because of bleeding from the tumor and surrounding tissues. 
With ganglion-blocking agents, administered intravenously, and induced hypo- 
tension, the operation can be completed more rapidly and with less loss of blood, 
In highly vascular intracranial processes, the pressure is reduced at the start of 
operation. 

Intracranial rise of pressure and cerebral edema. Following administration of 
hexamethonium the intracranial pressure falls, and peritumoral and general edema 
decreases. The operation can be carried out more rapidly, traumatization of the 
cerebral tissue is reduced, and the risk of postoperative cerebral edema lessened. 

Use of induced hypotension was feasible both at operations under local anes- 
thesia alone and at operations under general anesthesia. However, we preferred 
insufflation anesthesia as a routine method, so as to maintain the patient’s airway 
and ensure full oxygenation. 

By restricted initial administration of the ganglion-blocking agent, it was pos- 
sible to arrive at the effective dose for each individual patient. Hypertensive 
patients reacted with greater falls of blood pressure in relation to the size of the 
dose. Only in exceptional cases was the head of the operating table raised well 


3 
4 
i 
| 


above the horizontal plane; we found it unnecessary to have the patient in a semi- 
reclining position, which in our view is too hazardous. 

The blood pressure should be allowed gradually to return to normal values. 
In our experience, noradrenaline should not be employed as a hypertensor in intra- 
cranial operations, and following repeated observations in the operating theaters, 
we have refrained from using noradrenaline in threatening situations. After 
administration of noradrenaline intravenously we have had blood pressure peaks 
and concomitant pronounced swelling of the brain. If, notwithstanding the con- 
trolled hypotension, serious bleeding has occurred and we have been unable to 


compensate for this by intravenous administration of fluid or to raise the blood 


pressure by lowering of the head, we have instead resorted to intra-arterial trans- 

fusion of blood under positive pressure. In this way, the impending irreversible 

shock has been rectified almost immediately and normal systolic pressure restored. 
\uthor’s Abstrael. 


TUMORS 


25. The Significance of Aberrant or Heterotopic Parotid Gland Tissue in Lymph 
\odes. BR. B. BROWN, R. A. GAILLARD, AND J. A. TURNER, Bethesda, Md. 
Ann. Surg. 138:850-856, December 1953. 


Small tumors in or adjacent to the parotid salivary gland were removed in 
several patients, and on histologic examination appeared to be normal or enlarged 
lymph nodes containing normal salivary tissue. This finding was at first accepted 
as rare and interesting, but probably not clinically significant except as it com- 
plicated differential diagnosis of tumors in the parotid region. Several months 
following the removal of one of these nodes, the patient returned with another 
tumor in the parotid region. This was removed by partial parotidectomy, and on 
microscopic examination proved to be a muco-epidermoid carcinoma of the parotid 
gland. Was this seemingly benign salivary tissue in lymph nodes in truth meta- 
static from a primary unrecognized tumor in the parotid in all instances, analogous 
to the “lateral aberrant thyroid” or “benign metastasizing thyroid” in its rela- 
tionship to primary thyroid tumors? Or was this combination of lymphoid and 
salivary tissue in the region of the parotid a developmental or congenital anomaly, 
associated with a primary tumor in the parotid in one instance merely by chance? 

A survey of the literature indicated that heterotopic salivary gland tissue was 
found in lymph nodes within or near the parotid gland in the newbern infant; this 
condition persisted in the adult in some instances. The literature, however, dealt 
with the topic primarily from an anatomic or histologic standpoint and gave little 
attention to the clinical significance. 

Postmortem studies of 19 newborn infants were made in our laboratory. In all 
cases heterotopic salivary gland tissue was found in the lymph nodes within or 
near the parotid gland. Microscopic appearance of this tissue varied from a loose 
intermingling of lymphoid and parotid tissue to almost complete inclusion of a 
large mass of normal salivary gland tissue within a well-delineated lymph node. 
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A review was then made of five adult cases in which lymph nodes containing 
heterotopic parotid tissue had been excised. It was concluded that the parotid 
tissue in these lymph nodes in adults represented a persistence of the heterotopia 
common to the newborn. No justification was found for drawing an analogy be- 
tween the relationship of parotid tissue in lymph nodes to primary parotid tumors 
and “‘Jateral aberrant thyroid” to primary thyroid tumors. 

The case which provoked our study was regarded as one of heterotopic parotid 
tissue within a lymph node with concurrent metastasis to this lymph node from 
an underlying muco-epidermoid carcinoma of the parotid gland. 6 references. 
Author's Abstract. 


Salivary gland lissue has been discovered in the roof of the mouth, the skin, and the 
scalp, away from the anatomically located salivary glands. The finding of such tissue 
near the parotid can be expected. When malignant change is found, since we don’t 
know yel why lissue called benign will later be called malignant, does not force us to 
consider metastasis per se-—D. V. T. 


NEUROSURGERY 


26. The Incidence and Significance of Shock in Head Injury. ELDRIDGE CAMPBELL 
AND ROBERT D. WHITFIELD, Albany, N. Y. Ann. Surg. 138:698-705, No- 
vember 1953. 


The divergent views about the role of shock in head injury found in current 
literature made a re-examination of the problem obviously desirable. Physiologic 
experimentation during the last half century has shown that light concussive blows 
upon an animal's head result in a rapid rise in blood pressure followed by a slow 
fall, whereas a single very heavy blow is often followed by a rise in blood pressure, 
cessation in respiration, and almost immediate death. These findings have been 
confirmed by several authors and indicate that experimental concussion of the 
brain, unless the injury is very severe, results in an immediate rise, then a fall in 
blood pressure. 

Prior to World War 2, it was widely believed that shock was a prominent feature 
of penetrating wounds. However, this proved not to be the case, save when the 
wound was extremely severe or was accompanied by injuries elsewhere. 

Relatively few facts are available concerning the circulatory state immediately 
following head injury, but it was the authors’ impression that shock is not com- 
monly a prominent feature of cerebral concussion and contusions unless these are 
very severe. In order to secure more exact information, the records of 718 cases 
of acute head injury were analyzed in respect to evidences of shock during the 
first 18 hours. There were 60 fatalities, all of which came to autopsy. These fell 
into 6 groups: the acute subdural hematomas, the epidural hematomas, the com- 
pound fractures, the basilar fractures, the cerebral lacerations, and the cerebral 
concussions With associated injuries elsewhere. The records of these patients and 
of those in the same groups who survived—a total of 179 cases—were studied by 
detailed analysis of blood pressure, pulse, and respiratory rates during the period 
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under consideration. The remaining group of 539 cases of mild to moderate con- 
cussion, with or without simple fracture, showed no evidence of shock. The an- 
alyses were made by plotting hourly readings on a scattergram and then caleu- 
lating the average. 

Acute subdural hematomas, 30 in number, showed 9 instances of clinical shock, 
7 of which occurred in the 16 patients who succumbed. Among the epidural hema- 
tomas, shock was observed within the first six hours in 3 of the 8 fatal cases, but 
in neither of the 2 survivors. Among those with compound fractures of the skull, 
t of the 7 patients who died showed signs of shock within the first three hours, 
whereas only 5 survivors did so. Patients with basal fractures showed early evi- 
dence of shock in 6 of the 12 fatal cases, but in only 2 of the 15 who were less 
severely injured and who recovered. Among the patients with cerebral lacera- 
tions, pulping, or gross contusion of one or more lobes, 7 of the 15 patients who 
died exhibited early signs of shock, but only 4 of the 10 survivors showed any 
evidence thereof. 

In the group of patients who had associated injuries to the chest, abdomen, 
vertebrae, pelvis or long bones, 1 of the 2 patients who died was in shock during 
the first three hours, although both went into shock rather suddenly on the second 
or third day. Five of the 53 survivors showed evidence of shock. It is noteworthy 
that associated injuries were incurred in 9.3 per cent of our 718 consecutive civilian 
head injuries; in the Korean theater, approximately 3 per cent of the brain wounds 
were accompanied by wounds elsewhere in the body. Any evidence of shock, par- 
ticularly after the second or third hour, should alert the surgeon to this possibility. 

Clinical evidence of shock was observed during the first six hours after injury 
in 46 of 718 cases of head trauma, all among the 179 severe injuries. Twenty- 
eight, or more than half, occurred in the fatal cases. No shock was observed in 
the group of 539 mild and moderately severe concussions. 

The authors conclude shock is neither an essential nor prominent feature of 
cerebral concussion, but hypotension which persists more than three hours follow- 
ing a missile wound or blunt injury to the head is attributable to profound brain 
injury, to extensive loss of blood from the wound, or to an injury elsewhere in the 
body. The study suggests the possibility that in many acute brain injuries, factors 
are set in motion which tend to overcome hypotension and which may alter the 
clinical picture of surgical shock due to an associated injury. 8 references. 17 
figures. 2 tables.—Author’s Abstract. 


Since misconceptions concerning the role of cerebral concussion in shock still ezist, 
this carefully documented series is most weleome.—A. A. W. Jr. 


THYROID AND PARATHYROID 


27. Thyroidectomy: A Review of 1000 Consecutive Cases. M. J. LANGE, London, 


England. Brit. J. Surg. XL:544-553, May 1953. 


A brief description is given of a thyroid clinic and preparation of all cases for 
surgery as an out-patient measure. 
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Thirty five and one tenth per cent of the toxic cases were prepared with methyl 
thiouracil. Of these, 10.6 per cent were adversely affected by the thiouracils. 
There were 2 cases of agranulocytosis. 


Classification: 
(a) diffuse toxic 16.6 per cent (e) lymphadenoid group 1.2 per cent 
(b) single nodule 7.7 per cent (f) fibrosis of thyroid 0.3 per cent 
(c) inflammatory 0.1 per cent (g) malignant 1.4 per cent 
(d) tuberculous 0.3 per cent (h) remainder 72.4 per cent 


Review: Female to male in proportion of 910 to 90. 

Positive family history was present in 26.9 per cent. Eye signs were present in 
approximately 30 per cent of toxic cases. Eighty three cases of total manifested 
signs of cardiac involvement. Of this group 30 had persistent preoperative auric- 
ular fibrillation, and of these, 21 reverted to normal rhythm postoperatively, 
either spontaneously or following a course of quinidine. 

Stridor was present in about 5 per cent, and pressure symptoms in 37.7 per cent. 
General anesthesia was used in all cases. Endotracheal anesthesia was used in 4.9 
per cent, 

There were 7 recurrences from this unit in this series, and a further 39 referred 
from other units. Criteria are given for preventing recurrences. Sixteen cases 
were pregnant at the time of thyroidectomy. 

Complications: Serum collection, 17.9 per cent; tetany, 17 cases of transient 
nature; recurrent laryngeal nerve paralysis, 5 cases of paresis and 3 of permanent 
damage ; hemorrhage, none requiring emergency treatment; adherent scar, 3. 

Various anomalies are enumerated. Mortality rate, in nonmalignant cases was 
0.51 percent. reference. 18 figures.—-Author’s abstract. 


THORACIC SURGERY 


28. A Technique for the Production of Hypothermia; Preliminary Reporl. CHARLES 
B. RIPSTEIN, CHARLES E. FRIEDGOOD, AND NATHAN SOLOMON, Brooklyn, N. Y. 
Surgery. 35:98-103, January 1954. 


The production and maintenance of a hypothermic state is potentially of great 
value in cardiac surgery. Because of the decreased metabolic needs of the tissues 
at lower temperatures, the heart can be excluded from the circulation for pro- 
longed periods without producing irreversible brain damage. This permits clamp- 
ing the venae cavae, opening the bloodless heart, and performing surgical pro- 
cedures under direct vision, 

The subject is placed in refrigeration blankets, and an alcohol solution at 30 F. 
is circulated through the coils of the blanket. Chlorpromazine is given in the 
dosage of 50 mg. intravenously and 100 mg. intramuscularly, initially supple- 
mented by 50 mg. intramuscularly every one to two hours during the period of 
hypothermia. 

Rewarming can be accomplished at any time by injecting 50 mg. of chlorpro- 
mazine intramuscularly and raising the fluid temperature of the blanket to 110 F. 
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The only serious complication has been the high incidence of cardiac irregulari- 
ties which have developed at low temperature levels (below 80 F.) 

This high incidence of cardiac complications is a limiting factor to the wide- 
spread use of the hypothermia technic in cardiac surgery at the present time. 
Further experimental work on the effect of cold on heart muscle and the mechan- 
ism of ventricular fibrillation is now being carried out in an attempt to obviate 
these complications. We feel, however, that this technic offers great possibilities 
for the future. 8 references. 6 figures.—Author’s abstract. 


ABDOMINAL SURGERY 


29. Diagnostic and Therapeutic Considerations of Inlussusceplion. 4. REICHARD 
KAHLE AND CLARENCE T. THOMPSON, New Orleans, La. Surg. Gynec. & Obst. 
97 693-701, December 1953. 


The mortality of intussusception in children under 2 years of age at Charity 
Hospital of Louisiana in New Orleans has fallen progressively. Between 1904 and 
1938 the rate was 53.7 per cent in 88 cases. In the 25 cases handled between July 
1947 and December 1952, there was only 1 death. 

Intussusception is a rare disease in the United States but is several times as 
common in the Scandinavian countries, Australia, and Great Britain. The inci- 
dence seems greater in the warm and hot seasons. It is predominantly a disease 
of infants and young children, and the incidence is notably higher between the 
third and eighth months of life and more frequent in males than in females. There 


is no evident explanation for these curious discrepancies, and an etiologic factor is 
seldom evident. 

The clinfeal picture tends to be classical: sudden, severe pain in a perfectly 
normal child, followed by vomiting, bloody stools, pallor, and profuse perspiration. 
Symptoms are intermittent at first, and the temperature and pulse remain normal 
for a considerable time. An abdominal mass, often described as sausage-shaped, 
is frequent. The sequence of events sometimes varies, and the time at which the 
physician sees the patient may alter the picture, but careless evaluation of a typical 
history is still the chief cause ef diagnostic error. 


Laboratory measures, including flat roentgenograms of the abdomen, are not 
useful. The barium enema ordinarily does little more than confirm the diagnosis. 

Spontaneous reduction may occur, but expectant treatment is never warranted 
on the basis that this may happen. It occurred only 7 times in the last 71 cases in 
this series, and in 2 cases, reduction was only partial. Reduction by barium enema 
occasionally occurs accidentally in the course of the examination, as it did in 6 
of these 71 cases, and the tendency to use this method tentatively in selected cases 
is growing. It is only suitable early in the case, and if there is any suspicion that 
the circulation of the bowel has been affected or that the reduction is incomplete, 
the abdomen should be opened through a MeBurney incision and exploration or 
Whatever other procedure is indicated should be carried out. 

Surgical reduction is the most generally useful method of management. The 
mortality is increased if appendectomy, fixation, or other procedures are per- 
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formed at the same time, even in cases that are good risks. Resection is some- 
times a wiser step than continued attempts at reduction. 

Preoperative and postoperative measures are extremely important in young 
children. Of particular importance are prevention of aspiration pneumonia by 
preoperative emptying of the stomach and judicious administration of fluids both 
before and after operation. Shock is still the chief cause of death in badly handled 
“ases, 

The general improvement in the mortality and morbidity of intussusception can 
be attributed to an increase of diagnostic suspicion; abstinence from excessive 
surgery, particularly from fixation operations and appendectomy; and resection 
in selected cases. The time element plays a large part in the outcome in all cases. 
At the New Orleans Charity Hospital, the single most important cause of the 
improved mortality in this condition was the fruitful cooperation between the 
pediatric and surgical services. 

-arents of young children should be warned that recurrent intussusception and 
postoperative intestinal obstruction are possibilities and should be instructed to 
return the patients promptly to the hospital if symptoms recur or new ones de- 
velop. 15 references.—Author’s abstract. 


—HERNIA 


30. Treatment of Inguinal Hernia in Infancy and Childhood. GeoRGE B. PACKARD 
AND CARL H. MCLAUTHLIN, Denver, Colo. Surg. Gynec. & Obst. 97 :603-607, 
November 1953. 


Six hundred and eighty one consecutive inguinal hernia operations at the Denver 
Children’s Hospital are reviewed. Operation is considered the treatment of choice, 
regardless of age. 

The commonest and most serious complication of unoperated hernia is incarcer- 
ation or strangulation. Seventy two patients (10.5 per cent) had irreducible 
hernias, and there were others with a history of incarceration. Of 214 under one 
year of age, 56 were irreducible (26 per cent). The small intestine and the ovary 
were the commonest sac contents. Only 3 resections were required. Incarceration 
over 12 hours or appearance of blood in the stool demands immediate operation. 
Otherwise, if gentle manipulation fails, a sedative such as seconal and the Tren- 
delnburg position for two hours is tried before operation, 

In every case, the hernia was a patent processus vaginalis without muscle weak- 
ness. Operation consisted simply of removal of the processus vaginalis or hernia 
sac. Through a short transverse incision in the abdominal crease of infants or 
through an oblique incision in older children, the sac is exposed and removed after 
a short split of the external oblique. A secure transfixion suture of the sac neck, 
followed by closure of the fascia and skin with light cotton, constitutes the whole 
operation. The cord is not disturbed. Hydrocele, sometimes part of the sac, is 
removed, if on the cord, or unroofed, if in the scrotum. Most of the patients are 
able to leave the hospital the following day. 
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There was one death in a known hemophiliac with an irreducible inguinal mass. 
Otherwise complications were few and mild. Four known recurrences in 681 cases 
gave a recurrence rate of 24 of 1 per cent. The incidence of difficulty connected 
with expectant treatment far outweighs this recurrence rate. Twenty three pa- 
tients returned with a hernia on the opposite side, an annoying sequel demanding 
early consideration of bilateral repair. 8 references. 2 figures.—-Author’s abstract 


—STOMACH AND DUODENUM 


31. The Relation of Gastric L Icer to Carcinoma of the Slomach. SAMUEL F. MARSHALL, 
Soston, Mass. Ann. Surg. 137:891-903, June 1953. 


A group of 411 consecutive cases of gastric ulcer in which surgical resection was 
performed is reported. The incidence of malignant ulcer was 15.8 per cent. 

There is insufficient histologic evidence to warrant a conclusion that gastric 
ulcers present a high potential origin for malignancy. Secondary malignant degen- 
eration does occur on a chronic gastric ulcer, but probably in not more than 5 to 6 
per cent. A more practical assumption is that an ulcerocancer may be mistaken 
for a benign ulcer and continuation of medical therapy may result in dangerous 
delay of treatment of gastric malignancy. 

Clinical data will enable the physician to recognize the probability of malignancy 
or benignity in a large percentage of cases, but it will not exclude cancer in a con- 
siderable number of these patients. 

Adequate medical treatment in the hospital is a valuable therapeutic test and 


should be used in a large number of these patients, particularly in patients who 
have not had adequate medical treatment and who have none of the diagnostic 
signs of an ulcerocancer. 


If healing of the ulcer is not progressive or complete, surgical treatment is man- 
datory. 

Clinical criteria, such as size of ulcer, location of lesion, age of the patient and 
history, are not completely reliable, and if malignancy cannot be excluded by all 
methods of examination, including a therapeutic trial, surgical intervention is an 
absolute necessity. 

The routine surgical treatment of all cases of uncomplicated gastric ulcers is not 
recommended and is undesirable; in a considerable percentage of cases it cannot be 
regarded as a prophylactic measure against the development of carcinoma of the 
stomach. We do not advocate or advise immediate operation in every case of 
gastric ulcer, but it is our opinion that a higher percentage, probably 50 per cent 
or more, of chronic gastric ulcers should be resected since an appreciable number 
(15.8 per cent) have been found at operation to be malignant. Temporizing with 
a nonhealing, ulcerating lesion of the stomach involves serious risk to the patient 


and is completely unjustified. 31 references. 9 figures. 8 tables.—Author’s abstract. 


It has been found in a large series of medically treated gastric ulcers by Cain et al, 
thal medical treatment was satisfactory in only 20.5 per cent; also, cancer was present 
or developed in 10.4 per cent of the tolal 414 benign-appearing gastric ulcers. 
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Dr. Marshall found an incidence of 15.8 per cent malignancy in resecled gastric 
ulcers which is about 10 times the risk of gastric resection for benign ulcer. Since there 
is no diagnostic method at hand to differentiale all benign from malignant ulcers, it 
would seem only reasonable to advise resection of all gastric ulcers in patients who are 
fair operative risks.—J. M. W. 


—INTESTINES 
32. Acute Pseudomembranous Enterocolitis Following Surgery of the Colon. orro 


H. PFLUEGER AND MELVIN B. BLACK, San Francisco, Cal. West J. Surg. 67: 
580-589, October 1953. 


This paper is a report of 3 patients who died as a result of acute pseudomem- 
branous enterocolitis following surgery of the colon, the condition being established 
at autopsy. The paper is concerned with the clinical and pathologic features of 
these cases. Main clinical features were nausea and vomiting, pain, fever, dis- 
tention, and shock. Microscopically, three phases of development of the lesion 
are noted: (1) a globular cell transformation of epithelium with outpouring of 
mucus filling the crests and coating the surface; (2) a degeneration and increase of 
epithelium and lamina propria with thickening of the pseudomembrane; and (3) 
an attempt at healing with epithelial regeneration and sequestration of the pseudo- 
membrane. There is a discussion of possible etiologic factors and of the previous 
papers on this subject. All 3 of these patients had bowel preparation with chlorte- 
tracycline, but the authors add in a note that, since the preparation of the paper, 
2 other patients died with this same complication, neither of whom were given 
chlortetracycline. 8 references. 3 figures. 1 table.—Author’s abstract. 


—LIVER AND BILIARY TRACT 


33. Spontaneous Inlernal Biliary Fistulas. DEAN PAUL EPPERSON AND WALTMAN 
waters, Rochester, Minn. Proc. Staff Meet. Mayo Clinic. 28:353-360, 
July 1, 1953. 


Eighty-four cases of spontaneous internal biliary fistula were encountered at 
operation at the Mayo Clinic during the years 1945 to 1950 inclusive, and represent 
0.86 per cent of all operations on the biliary tract performed at the clinic during 
the same period. As in gallbladder disease in general, the females greatly out- 
numbered the males, a ratio of 2.3:1. That an internal biliary fistula is a result of 
long-standing infection and obstruction of the biliary tract is borne out by the high 
average age of the patients, 62 years for the males and 58 years for the females in 
the series. Sixty per cent had had trouble for more than five years, and typical 
symptoms of chronic cholecystitis of more than 30 years’ duration were not unusual. 
The symptoms did not differ significantly from those of other less complicated dis- 
eases of the biliary tract. More than half of the entire group of patients gave a 
definite history of jaundice or had an elevated concentration of bilirubin in the 
serum, or both, at the time of operation. 
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By far, the greatest number of fistulas extended from the gallbladder to other 
organs: 77 per cent to the duodenum, 8 per cent to the colov and 5 per cent to the 
stomach. A small miscellaneous group was comprised of various combinations of 
multiple fistulas and fistulas involving the common duct. There were three choledo- 
choduodenal fistulas secondary to perforation of the common duct by duodenal 
ulcers. 

It is noteworthy that the diagnosis was made prior to operation in only 14 (17 
per cent) of the cases in the series, and in all but 3 of these 14 cases the lesion was 
demonstrated roentgenologically. The importance of stones in producing fistulas 
is indicated by the observation that in 8 cases stoneswere found in the lumen of the 
fistula, that is, in transit, and, excluding those cases in which the fistula was sec- 
ondary to peptic ulcer, only 13 did not have stones in either the gallbladder or ducts. 

The treatment of choice is closure of the fistula and cholecystectomy if possible. 
In contrast to earlier reported series, there was no operative mortality in the 
present group. 6 references. 2 tables.—Author’s abstract. 


A very good paper.—-l. 8. R. 


34. Papilloma of the Gall Bladder with In Situ Carcinoma. EDWARD J. TABAH, 
Montreal, Canada AND GORDON wc NEER, New York, N. Y. Surgery. 34:57-71, 
July 1953. 


True papilloma of the gall bladder is a rare pathologic entity. The present 
paper reports on four new cases of papilloma of the gall bladder recently observed 
at the Memorial Cancer Center in New York City. In three of the cases there was 
proven carcinoma-in-situ arising from an otherwise benign papilloma. These 
three cases represent the first proven and recorded instances of this phenomenon. 

An attempt is made to review the real incidence of papillomas of the gall bladder, 
but this is not entirely successful because of the confusion and the differences of 
opinion as to what truly constitutes this disease entity. 

In the past, papillomas of the gall bladder have been confused with such things 
as cholesterol polyps and “cholecystitis glandularis proliferans.”” The term cho- 
lesterol polyp refers to a lesion which is not a true neoplasm. It represents a large 
localized collection of cholesterol in a villus resulting in the formation of a papillom- 
atous-like growth. The cholesterol polyps are generally multiple, easily detached, 
and often connected to the wall by a very fine pedicle. Microscopically, they con- 
sist of a central mass of foam-like cells which, when suitably stained, are found to 
contain large amounts of fat. The superficial layer of cells consists of a single layer 
of columnar epithelium identical to the epithelium of the normal mucosa of the 
gall bladder. These polyps may readily break off and become the nidus of a stone 
within the organ. 

Cholecystitis glandularis proliferans represents an inflammatory epithelial pro- 
liferation which one commonly sees in chronic cholecystitis. The proliferation and 
hyperplasia of the mucosa epithelium may be represented as a down growth of the 
mucosa into, or through, the muscularis resulting in the familiar Rokitansky- 
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Aschoff sinuses. In other places the proliferation takes place on the surtace of the 
mucosa, forming again a papillomatous-like growth. Histologically, the diagnosis 
can be readily made, since one finds evidence of chronic inflammation in the serous 
and muscular coats in addition to the above mentioned epithelial changes. 

Papilloma of the gall bladder is, on the other hand, a true neoplasm, and repre- 
sents in the gall bladder the same type of tumor which we find more frequently in 
the urinary bladder and the gastro-intestinal tract. We are indebted to the papers 
of Kerr and Lendrum, and of Shepard and associates for emphasizing this fact. 
Shepard estimates the incidence to be approximately 1 case in every 100 cholecys- 
tectomies. By definition, a papilloma of the gall bladder consists of a vascular con- 
nective tissue stalk covered by a single layer of tall columnar epithelial cells. 
Repeated branching and rebranching of the stalk generally occurs, resulting in 
multiple villus-like processes, each covered by a single layer of columnar or cuboidal 
epithelium. They may be sessile or pedunculated, and generally measure up to 
1 cm. in diameter. In 72 per cent of the cases the gall bladder contains more than 
one papilloma. Papilloma of the gall bladder is not without symptoms, and the 
patient’s complaints are genetally very similar to those seen in chronic cholecystitis 
with or without stones. Diagnosis of a gall bladder papilloma can generally be 
made with certainty by cholecystography because the defect produced by papil- 
lomas maintains a more or less constant position even on repeated examinations 
and with the patient in different positions. 

The treatment of papilloma of the gall bladder is cholecystectomy, not only to 
rid the patient of symptoms, but also because this is a precancerous lesion capable 
of becoming malignant. In three of the cases presented here there was definite 
histologic evidence of carcinoma-in-situ developing within the papilloma. The 
literature was carefully reviewed and up to this time there has been no reported 
and proven instance of early superficial cancer arising from otherwise benign gall 
bladder papilloma. The consensus of opinion was that there was no known relation- 
ship between the two lesions. We have shown this to be very wrong: papillomas of 
the gall bladder are highly capable of undergoing carcinomatous transformation. 

Case histories of the four cases are presented together with photographs and his- 
tologic sections to prove the presence of the papillomas and the carcinomatous 
changes in three of the cases. 33 references. 12 figures.—-Author’s abstract. 


35. Biliary Fistulas. Joun J. BYRNE, Boston, Mass. Am. J. Surg. LXX XVI: 
181-187, August 1953. 


Fifty-three biliary fistulas were studied at the Boston City Hospital. The entire 
group of 23 external fistulas followed surgical treatment of biliary disease. The 
causes of the fistulas were as follows: gallbladder remnant, eight: stricture, nine; 
common duct stone, three; biliary-intestinal anastomosis, two; cancer, one. The 
strictures emphasize the extreme care needed to prevent injuries. The retained 
stones stress the usual indications for choledochostomy which are: a history of 
obstructive jaundice, biliary colic with chills and fever, or pancreatitis; palpation 
of stones in the common duct; a distended and thickened common duct; aspiration 
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of pus or muddy bile from the common duct; gallbladder stones small enough to 
traverse the cystic duct. 

The anatomic pattern of 30 internal fistulas was as follows: Cholecystoduodenal, 
24; cholecystocolic, three; cholecystogastric, one; cholecystocholedochal, one; 
choledochoduodenal, one. Gallstones were the cause in twenty-nine cases and 
gallbladder carcinoma in one. 

Sixteen of the internal fistulas produced gallstone ileus. This may be diagnosed 
preoperatively by eliciting the signs and symptoms of small bowel obstruction with 
an absence of hernia or previous operation, a positive history of gallbladder disease, 
x-ray findings of a gallstone in the lower abdomen, or a gas pattern in the liver 
shadow. 

The treatment of the various anatomic types of fistulas was discussed with em- 
phasis on the staging of the operative procedures in very sick patients. This is 
particularly true of cholecystocolic fistulas which present several unique problems, 
i.e., fecal contamination of the biliary system leading to severe cholangitis, fecal 
contamination of gallbladder resulting in severe inflammatory process, and large 
bowel obstruction. An ascending loop colostomy may be necessary as a first stage 
operation prior to surgery on the fistula itself. 7 references. 8 figures.—Author’s 
abstract. 


—PANCREAS 


36. Cancer of the Pancreas. DONALD £. ROSS, Los Angeles, Cal. Amer. J. Surg. 
87 :20-33, January 1954. 


Although the operative mortality for radical surgery aimed at cancer of the pan- 
creatic area has steadily declined during the past 10 years, the long range view- 
point remains discouraging, since very few patients survive the arbitrary five year 
period. However, the author believes that earlier diagnosis, together with the 
radical extension and change in the operative technic, could effect: much needed 
progress in this field. 

For earlier diagnosis, a consciousness of the possibility of cancer in this area must 
be instilled in the physician’s mind. Aids to its recognition includes the fact that a 
patient has presented himself at least six months prior to the onset of jaundice, 
usually complaining of ill-defined distress in the upper abdomen with atypical in- 
digestion and often anorexia; knowledge that pain is present in 66 per cent or mere 
cancers of the head of the pancreas and 40 per cent of those of the ampulla; the 
presence of pain that may be severe and penetrating in nature, that may be cen- 
tered over the second lumbar vertebra, that may be lessened by bending forward, 
and that may appear chiefly at night. 

X-ray studies are usually negative. Loss of weight may be a prominent sign, 
varying at times from 10 pounds to more than 50 pounds. If the pancreatic ducts 
are open, duodenal drainage should yield a rapid sudden increase in enzyme con- 
tent. The results show abnermality or even absence of enzymes in over 90 per 
cent of cases in which cancer is in the head of the pancreas. The author points out 
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that, particularly in cases of cancer of the ampulla, blood cells are almost diag- 
nostic of cancer. A stool examination often reveals occult blood, together with a 
high fat content and undigested muscle fiber. Blood lipase is often elevated in 
cases of cancer of the ampulla and head. In the general examination, an enlarge- 
ment of the liver is usually found, especially significant if the spleen is found to be 
small. Jaundice occurs in almost 100 per cent of cancer of the ampulla cases. 

With the abdomen open, the responsibility of diagnosis passes to the surgeon. 
The author states that in every upper abdominal operation he carefully inspects 
and palpates the pancreas, where he either gets the feel of a normal gland or one 
with chronic pancreatitis. A localized firm mass, he has found, can usually be 
palpated in cancer cases. The rest of the gland, in contrast, seems relatively nor- 
mal. The author feels that when a tumor is found, a biopsy should not be per- 
formed, since good sections for diagnosis can seldom be obtained, and the danger 
of spreading cancer cells is so great that it outweighs any possible benefit. After 
describing a series of his own cases, interspersed with the experiences of others, 
the author concludes that many serious mistakes have been made, and that present- 
day operations are woefully imperfect. He believes that surgeons of the future 
should keep in mind that anything short of total pancreatectomy is almost useless. 
Good anesthesia and liberal use of blood is mandatory. One stage procedures are 
urged. Widespread exposure is the best prophylactic agent against shock. En 
bloc operations starting at the periphery and working toward a given point, keep- 
ing all tissues in continuity, should be used. Extensive operations should include 
cholecystectomy and resection of the common duct, with its lymph nodes, areolar 
tissue and nerve fibers all in continuity; a high gastric resection to remove the 
maximum of lymph drainage and to guard against gastrojejunal ulcer; the spleen; 
all of the duodenum; and the areolar tissue and nodes along the hepatic, celiac, 
and left gastric arteries. The stomach should be the lowest of the anastomoses, 
to guard against ascending infection and gastrojejunal ulcer. There should be a 
liberal use of vitamin K to control bleeding during and after surgery, and finally, 
silk ligature should be used throughout. 

The author, in reviewing the physiology of the pancreas, concludes that there is 
no physiologic reason why such patients should not live indefinitely following a 
total pancreatectomy. 44 references. 18 figures.—Author’s abstract. 


The procedure is technically and physiologically feasible. There is considerable 
doubt as to whether it would alter the cure rate for pancreatic carcinoma.—C. J. B. 


37. External Sphincterotomy for Pancrealilis. Lee GiLLerrE, New York, N. Y. 
Ann. Surg. 138:24-32, July 1953. 


A new technic of overcoming obstruction at the sphincter Oddi is presented and 
illustrated. Five cases of chronic pancreatitis with hypertrophied or cartilaginous 
sphincters are presented in detail. One case of acute pancreatitis so treated is de- 
scribed. The results have been encouraging so far. The method consists of external 
division of the sphincter of Oddi, and is analogous to the Ramstedt operation for 
congenital hypertrophic pyloric stenosis. In one case there was a concurrent dia- 
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betes, and a graph is presented showing the gradual return to normal of the blood 
sugar values postoperatively. 27 references. 8 figures.—Author’s abstract. 


If, at the lime of choledochostomy, Bake’s dilators can be passed and the sphincter 
dilated, this is the least that should be done. Sclero-oddilis makes such a procedure 
difficull and inviles false passage. Such a situation requires transduodenal choledochal 
sphinelerolomy, after having ascertained that the lesion at the papilla is not neoplastic. 
The foregoing is generally true even though the indication for the choledochostomy was 
no more than possible choledocholithiasis.—C. J. B. 


PROCTOLOGY 


38.  Trealment of Internal Haemorrhoids. ®. s. HUGHES, Melbourne, Australia. 
Australian & New Zealand J. Surg. XXJII:116—-126, November 1953. 


Hemorrhoids are particularly amenable to treatment, and if the surgeon fully 
understands their anatomy and pathology, he is in a position to offer a cure to 
most sufferers. 

Hemorrhoids are abnormal protrusions of anal canal mucosa. Usually they pro- 
lapse in 3 main groups, one on the left lateral aspect of the anal canal, one on the 
right anterior, and the other on the right posterior. There is no satisfactory evi- 
dence to show that enlargement of the anal canal venous plexus is primarily re- 
sponsible, and it is possible that the relatively constant situation of the hemor- 
rhoids is related to extension of tenial thickenings of the longitudinal muscle into 
the anal canal. Slight prolapse is not recognized as such by the patient, but the 
anal sphincter closes on the prolapsed mucosa to produce engorgement of their 
contained vessels with subsequent rupture and hemorrhage. As the condition 
advances, the hemorrhoids prolapse with defecation and may require manual re- 
position. Although there is no evidence to show that hemorrhoids are a symptom 
of carcinoma of the rectum, bleeding is common in both conditions and patients 
with hemorrhoids may have an unsuspected carcinoma until discovered with the 
sigmoidoscope. 

Some patients, on learning that nothing more serious than hemorrhoids are 
responsible for the symptoms, are satisfied and desire no treatment. Injection 
therapy is useful for the patients with first degree hemorrhoids; 5 per cent phenol 
in almond oil has proved a successful agent. If care is taken with the injection 
complications such as pain, hemorrhage, ulceration, and hematuria are rare, and 
long remissions are secured in patients with first degree hemerrhoids. 

For the prolapsing second and third degree piles, the most satisfactory results 
follow the “ligature and excision” operation standardized by St. Mark’s Hospital, 
London. This operation is described and illustrated in the present article. 

Complications following this operation are again rare. The incidence of second- 
ary hemorrhage has been minimized by the preoperative administration of intes- 
tinal sulfonamides. Stenosis is not uncommon after poor surgery and is often 
amenable to a plastic procedure involving excision of a wedge from the anal margin 
and the application of a primary split-skin graft. 12 references.—Author’s abstract. 
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39. Malformations of the Anus. ¥. DOUGLAS STEPHENS, Melbourne, Australia. 
Australian and New Zealand J. Surg. XXJI17:9-24, August 1953. 


In a study of 30 cases of rectal and 28 cases of anal anomalies, it was found that 
the terminal blind end of the rectum descended to certain levels in the pelvis, and 
that the common deformities recurred with regular anatomic patterns. 

These levels in the newborn are: (1) The pube-coccygeal line, which joins the 
upper surface of the symphysis pubis and the sacro-coccygeal junction, and, when 
viewed from the lateral aspect, cuts across the region of the cranial end of the 
verumontanum or the external os, the caudal extreme of the pelvic peritoneal 
pouch, and the third rectal fold of Houston. (2) The lower border of the ossified 
ischial bone which corresponds anatomically to the upper surface of the bulbo- 
cavernosus. (3) A level approximately 1.0 to 1.5 cm. cauda and posterior to 
the second level. This corresponds to the level of the lower and posterior aspect 
of the bulbo-cavernosus muscle and is the position of the anal valves in the normal 
infant. 

In assessing these levels radiologically, it is important to view the pelvis in the 
inverted position of Wangensteen and Rice from the lateral aspect, centering the 
x-ray tube over the greater trochanter and exposing several long range films at a 
distance of 6 feet to avoid projection distortions of the two sides of the bony pelvis. 

The constant pattern of the abnormalities suggests an embryologic explanation. 
The rarity of rectal fistulae between the level of the verumontanum and the bulb 
of the urethra and the commonness of recto-urethral fistulae at the level of the 
verumontanum are emphasized and correlated to a dual mechanism of cloacal 
subdivision. Partition of the cloacal cavity into anterior urogenital and posterior 
rectal compartments is presumed to result from a cranio-caudal downgrowth of 
the uro-rectal septum of mesenchyme only to the level of the pubo-coccygeal line 
and from lateral ingrowths below this level. Deformities occurring at the level of 
the pubo-coccygeal line were the result of failure of subdivision of the cloaca by 
total lack of the lateral ingrowths of mesenchyme. Those rectal fistulae occurring 
ata higher level resulted from this same lack of lateral ingrowth with an additional 
failure of downgrowth of the uro-rectal septum from above. These deformities 
were called imperforate rectum with or without “urethral” or vesical fistulae, 
respectively. 

The blindly ending rectal pouch at the second level occurred at the site of the 
completely subdivided cloaca. The rudimentary or absent anal pit failed to 
contact the rectum which then remained closely applied to the posterior urethra. 
This was called imperforate anus and in this series was confined to males, 

The third level abnormalities, called imperforate anal membrane, or anal ste- 
nosis, are due to complete or partial persistence of the anal membrane which oc- 
curs at the level of the anal valves. It is the development and interposition of the 
perineum, together with the closing in of the genital folds in the male, which 
causes the caudal and posterior migration of the anus from the second to the third 
levels. 
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At these three levels, fistulae from the rectum or anus commonly occur. At the 
pubo-coccygeal line are the so-called “recto-urethral” fistulae in the male and the 
recto-cloacal in the female. The recto-vaginal and recto-vestibular fistulae in the 
female occur by secondary incorporation of the rectum in the migrating vaginal 
bulbs which are superimposed upon the primary cloacal anomaly. At the second 
level the ano-bulbar fistula occurs as a result of projection forwards of the anal 
lumen into the bulb by the overgrowth of the genital folds which occurs after com- 
pletion of the subdivision ef the cloaca, but associated with absence of develop- 
ment of the perineum. Between the second and third levels the ano-cutaneous 
fistulae arise from the terminal bulbous lower end of the rectum to open in the 
midline anterior to the usual site of the anus at any point along the perineal raphe 
in the male, or along the midline of the perineum to the fourchette (ano-vulvar 
fistula) in the female. These are explained by overgrowth of the genital folds which 
completely fuse in the midline posterior to the site of the anus folding in the lumen 
and prejecting it forwards as attenuated fistulae which are grouped together as 
the covered anus deformities. 

The more rare abnormalities occurring at higher levels than the pubo-coccygeal 
line are the recto-vesical fistulae and blind rectal pouch above the pubo-coccygeal 
line in the male and female. In the male, the Wolffian duct orifices remain in very 
close relationship to the orifice of the fistula, and in the female the Miillerian ducts 
are prevented from fusing in the midline by the interposition of the fistula. 

The imperforate rectum group is more likely to be associated with coceygeal and 
sacral deficiencies and genito-urinary anomalies than the anal groups. 

In the rectal deformities, in which the sacrum and coccyx are normally de- 
veloped, the pubo-rectalis muscle is well represented, though altered by the ab- 
sence of the rectum at this level. The strong collar-like muscle instead surrounds 
the cloaca under the fistula. In the second level deformities, the pubo-rectalis 
forms a hammock-like sling around the lower end of the bowel. A further small 
slip of muscle derived from the deepest part of the external sphincter completes 
the sling in the most caudal part of the blind rectum or ano-bulbar fistulae. The 
third level abnormalities have a normal arrangement of pubo-rectalis fibres and 
deep external sphincter. though the superficial external sphincter muscle is repre- 
sented only by a small sagittal collection of fibres passing from the coccyx to bulb. 

Surgical correction of the deformities is aimed at reconstruction of an adequate 
sized perineal anus with continence. 

The operation for those deformities occurring at or above the pubo-coccygeal 
line in which the sacrum is sufficiently developed and for the recto-vaginal fistula 
is based on the pathologic anatomy of the pubo-rectalis sling which hugs the 
“cloacal urethra” in the male or the vagina or cloaca in the female. Using a sacro- 
coccygeal approach, the terminal end of the rectum is freed and the fistula tied 
off and divided in the supra-levator space and directed to the perineum through 
the sling of muscle which must be retracted backwards to make the appropriate 
space for the new anal canal. As a preliminary, a transverse colostomy is advised 
for all those abnormalities undergoing surgical correction through the sacro- 
coccygeal approach. 
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For the imperforate anus, the covered anus group, and the recto-vestibular 
fistulae, in which the pubo-rectalis is well developed and where there is also a small 
contribution of the deep layer of the external sphincter present, a perineal ap- 
proach is appropriate, as a primary measure. The Denis Browne midline cut back 
technic ensures that as few as possible of the posterior sling-like sphincteric fibres 
are divided, though frequently the anus finally is in a more anterior position than 
normal. The posterior cut is made sufficiently far back to permit the introduction 
of graduated dilators which are used until any tendency to stenosis is overcome. 
The continence obtained in these groups is very satisfactory. 9 references. 8 
figures. 3 tables.—Author’s abstract. 


GENITOURINARY SURGERY 


10. Intussusception Uretereclomy: A Method of Removal of the Ureteral Stump at 
Time of Nephrectomy Without an Additional Incision. DONALD F. MCDONALD, 
Seattle, Wash. Surg., Gynec. & Obst. 97:565-568, November 1953. 


The common practice of leaving a 10 to 15 cm. length of lower ureter at the time 
of nephrectomy often makes later excision of the ureteral stump mandatory. The 
disease processes which eventually necessitate removal of the ureteral stump are 
largely those related to the condition which required nephrectomy, an indication 
that total ureterectomy should be done more often at the time of nephrectomy. 
Ureteral stricture, dilatation, calculus, tuberculosis, and neoplasm are the most 
frequent pathologic entities that make excision of the ureteral stump necessary. 
The ureter probably does not have to be removed routinely. In cases of infection, 
dilatation, or stricture, or when a papillary carcinoma of the renal pelvis is present, 
the entire ureter should be removed at time of nephrectomy. 

The classical aseptic nephroureterectomy of Beer for removal of the entire ureter 
at time of nephrectomy is the procedure currently used the most. The disad- 
vantages of this method are that it requires redraping and a second incision. A 
simple new, aseptic method for removal of the ureter without an additional in- 
cision, and with little risk to the patient, is therefore presented to encourage re- 
moval of the ureter when indicated. 

A ureteral bulb-tip catheter is passed, preferably preoperatively. After ne- 
phrectomy is performed in the usual manner, the intubated ureteral stump is dilated 
to admit a No. 16 French catheter, so that it will invert and pass through its 
intramural portion into the urinary bladder. The upper cut end of the ureter is 
sutured to the ureteral catheter, the suture passing just below the bulb. A blunt 
Mayo vein stripper is then passed down the outside of the ureter to the uretero- 
vesical junction to mobilize the ureter from its retroperitoneal attachments. The 
portion of the ureteral catheter protruding from the urinary meatus is grasped 
and by means of traction the ureter may be gently intussuscepted into the urinary 
bladder. After closure of the nephrectomy incision the patient is positioned for 
cystoscopy. With traction applied to the ureteral catheter, it is a simple matter 
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to amputate the redundant ureter with one stroke of the resectoscope loop.; Re- 
sults in animals and patierts are discussed. 19 references. 3 figures.—Author’s 
abstract. 


GYNECOLOGIC SURGERY 


11. Uterine Fibromyomas. w. trwtn, Montreal, Canada. Surg. Gynec. & 
Obst. 97:702-708, December 1953. 


Six hundred and thirty-two cases of uterine fibromyomas encountered at Winni- 
peg General Hospital are reviewed. Correlation of symptomatology and path- 
ologic findings is attempted, a difficult problem because of the poor documentation 
of symptoms and their common occurrence in the general population of this age 
group. Uterine fibromyomas are common, and the majority do not cause their 
host to seek medical advice. From those who seek medical advice, complaints, in 
order of frequency, are discharge from the vagina, pain, and pressure effects. Of 
these, pain appears to be the most significant factor. Discharge from the vagina 
in most cases was an annoying rather than a severe symptom. Anemias are of the 
iron deficiency type and produce no reliable symptoms. There was little relation- 
ship between size and site of uterine fibromyomas and recorded symptoms. They 
apparently develop at any age during the fertile period. Degeneration in fibremy- 
omas was not clinically significant. Origin of sarcoma from fibromyomas was re- 
corded in two cases. Pregnancy was rarely complicated by fibromyomas. Types 
of surgery performed and post-operative complications are discussed. When there 
is a choice between total and subtotal hysterectomy, the former is the preferable 
procedure. Oophorectomies were performed far in excess of those warranted by 
pathologic findings The incidence of surgical complications was 1.9 per cent, 
including one death. Associated conditions are listed and the reader is left to 
speculate on their possible significance. 2 references. 11 figures. 2 tables.— 
Author's abstract. 


The vaginal approach is preferable, the ovaries should not be sacrificed if not dis- 
eased (except in presence of cancer).—A. W. B. 


VASCULAR SURGERY 


42. Sympathectomy of the Upper Extremity: Evaluation of Surgical Methods. 
BRONSON 8. RAY, M.D., New York, N. Y. J. of Neurosurg. X:624—-633, No- 
vember 1953. 


None of the various operations performed for sympathectomizing the upper 
extremity has given consistently good clinical results. Regeneration of sympa- 
thetic nerves has been regarded as the principal cause. Preganglionic types of 
sympathectomy have been thought to be superior to postganglionic operations, and 
the possibility of a supply to the upper limb through the first thoracic roots and 
ganglia has been minimized, 
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The author finds that the “sensitizing” effect of circulating adrenalin on blood 
vessels presumed to exist after postganglionic sympathectomy is of little conse- 
quence and bears no relation to the inadequacy of sympathectomy of the upper 
lnab, at least in man. 

It is further established that not only does the first thoracic complex of root, 
ganglion, and nerve have a part in the innervation of the upper extremity, but that 
there are also preganglionic nerves traversing the lower cervical and upper thoracic 
roots which join with postganglionic neurons whose ganglia have no relation to the 
cervico-thoracic ganglionated chain. These ganglia are known as “intermediate 
ganglia” and exist in the spinal nerves themselves. 

The persistence of even a few sympathetic connections to the upper limb after 
an incomplete sympathectomy results in sufficient augmentation of the function 
of the remaining nerves to perpetuate sympathetic activity to an important degree. 

A complete sympathectomy of the upper limb would necessitate interruption of 
nerve roots that have to do with important motor function of the limb. Even so, 
a sympathectomy that falls short of interruption of all anatomic connections of the 
sympathetic supply to the limb may be beneficial in some cases of peripheral 
vascular disease. 

In evaluating the numerous operations for sympathectomy of the upper limb, 
it is concluded that resection of the cervico-thoracic ganglionated chain from the 
middle cervical to the third thoracic ganglion has advantage over other procedures, 
and that it should be performed through an anterior, supra-clavicular incision. 
This operation does not result in significant increase in sensitivity of the arterioles; 
it prevents regeneration through removal of the cells of the postganglionic neurons; 
and it is as complete an operation as can be performed without paralyzing the 
limb. 36 references. 2 figures.—Author’s abstract. 


ORTHOPEDIC SURGERY 


13. Fracture of the Neck of the Humerus with Dislocation of the Head Fragment. 
CHARLES 8. NEER, M.D., THOMAS H. BROWN, JR. M.D., AND HARRISON L. MC- 
LAUGHLIN, M.D. Am. J. Surg. 85:252-258, March 1953, 


This paper presents a series of fracture-dislocations of the shoulder treated by 
the Fracture Service of the New York Orthopaedic-Columbia-Presbyterian Medi- 
cal Center. These lesions are classified and the pathology discussed. Fractures 
of the upper humerus generally form four fragments: (1) the greater tuberosity 
pulled posteriorly by the external rotators; (2) the lesser tuberosity displaced 
medially by the subscapularis; (3) the anatomic head devoid of blood supply if 
unimpacted, and (4) the shaft. 


The treatment and late follow-up results of 20 fracture-dislocations in which the 
anatomic head was extruded from the joint and remained extracapsular is de- 
scribed. In this situation, primary arthrodesis was rendered difficult and un- 
certain by the fragmentation of the humeral neck. The head underwent avascular 
necrosis if replaced by open or closed means. Excision of the head fragment, with 
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or without tendon transplantation, produced a flail shoulder because of the loss of 
the fulcrum action of the humeral head. Extensive fibrosis and ossification limited 
motion in the late cases of head resection. Replacement prosthesis presented 
certain logical possibilities and is currently being investigated. 


MISCELLANEOUS 


44. An Experimental and Clinical Evaluation of Surgical Suture Materials. 
E. THYGE MADSEN, Copenhagen, Denmark. Surg., Gynec. & Obst. 97 :73-80, 
July 1953. 


The present investigations deal with closure of clean abdominal wounds. As a 
preliminary, the demands made on buried abdominal sutures and skin sutures are 
summarized. The following three factors are all-important: the knot must not 
slip, the tensile strength must be maintained, and the suture must not produce 
tissue reactions through which the holding power of the wound is considerably 
weakened during the 10 to 14 day period until the wound has regained sufficient 
strength. 

Part I describes the histological reactions around sutures. It is found necessary 
to distinguish the mechanically produced reactions due to trauma (which are very 
definite and easily recognizable under the microscope) from the foreign body 
reactions Which seem to depend on the molecular structure of the various suture 
materials. A complete microscopic examination of buried sutures should be directed 
toward the absorption degree, the zone of tissue reaction and the degree of exuda- 
tion, fibroplasia and cicatrization respectively. 

Some special factors were investigated: The species of the animal under experi- 
ment was not of decisive importance. Tied knots of absorbable materials showed a 
considerably slower rate of absorption than did untied threads. The histological 
reactions were identical whether peritoneum, muscle, fascia or subcutis were ex- 
amined. The reactions were different and characteristic from day to day after 
operation, and the fourth, the eighth and the sixteenth day should be preferred 
for the examination in accordance with the various phases of wound healing. The 
size of the suture material influenced the tissue reactions. 

A standard technic for a histologic evaluation of various buried suture maetrials 
is described. Interrupted sutures of the same gauge should be inserted both in the 
fascia and in the peritoneum (as it has been demonstrated that some suture ma- 
terials cause peritoneal adhesions), and be excised on the fourth, eighth and six- 
teenth day postoperatively for microscopic examination. 

Using this technic it was found that silk, cotton, linen, hemp, mono- and multi- 
filament nylon and multifilament stainless steel and tantalum constantly produced 
reactions Which did not impair wound healing, viz. slight exudation of short dura- 
tion, quickly appearing fibroplasia and early collagenous connective tissue forma- 
tion. The reaction zone was small, and there were no peritoneal adhesions and no 
alterations of the threads. On the other hand, the absorbable suture materials 
displayed great variations in the tissue reactions produced, depending on the 
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chemicals used for sterilization or preparation and on the quality and the purity 
of the raw material. The reactions around plain catgut and peroxide catgut were, 
as a whole, harmful to the wound healing with a wide reaction zone and an early 
appearing, prolonged and very marked exudation. Iodine catgut was not always 
reliable, and occasionally sterile suppurations and peritoneal adhesions were seen 
around it. Chromicized catgut during the first days after its insertion behaved 
almost as non-absorbable suture materials, but after 10 to 20 days it quite suddenly 
produced a marked exudation followed by fibroplasia and scar formation. It is 
emphasized that the histologic method gives only limited information about the 
qualities of the various suture materials and it should be supplemented by other 
methods—traction tests in vivo—to be described in a following paper. 15 figures.— 
Author’s abstract. 


Two points need emphasis: First, absorbable sulure materials vary greatly in degree 
of tissue reactions produced. Standard American brands have been improved in this 
regard in recent years. But at best, catgut produces significantly more tissue reaction 
than silk, colton or stainless steel. The second point to be stressed is well expressed in 
the final sentence of the abstract.—P. B. P. 


BOOK REVIEWS 


Nash’s Surgical Physiology. BRIAN D. BLADES, With the collaboration of members 
of the Surgical Department, George Washington University School of Medicine. 
Charles C Thomas, Springfield, Hl. 1953. 2nd Edition. 686 pp. 35 Illus. 

Price: $12.50. 


In the new edition of this book, some of the chapters are revised completely, 
others consist of the original text with appropriate deletions and additions, and a 
few remain as originally written by Joseph Nash in 1942. Because of the progress 
made since then, it seems unfortunate that some of the original sections are re- 
tained. Although much of this material is still valuable, some of it is at variance 
with the majority of current opinion. The same criticism may be applied to the 
section dealing with the gastrointestinal tract. Although recent advances have 
been included in several instances, some of the original text now seems out-moded 
and perhaps not too pertinent. The chapters on the nervous system contain a few 
changes, but the new material appears brief in proportion. 

However, the more extensively revised subject matter is excellent. The physi- 
ologic fundamentals governing surgical treatment of acquired and congenital heart 
disease are lucidly presented. Also added are concise discussions on cardiac cathe- 
terization, cardiac arrest, intra-arterial transfusion, pulmonary and_ bronchial 
circulation, hypertension, and peripheral vascular disease. The chapter on burns 
is a reliable resume of modern concepts, and a good summary of tissue repair and 
transplantation is included. A chapter on the mechanics of respiration gives an 
excellent description of the many developments in pulmonary surgery. Although 
much of the original text is included in the presentations of the liver and pancreas, 
the revisions are most worth while. Knowledge that is invaluable to the surgeon 


OBSTETRICS AND GYNECOLOGY June 1954 ¢ 101 


+ 


is well presented in monographs of fluid and electrolyte balance, body metabolism, 
and endocrine physiology. 

The editor and his staff most certainly have succeeded in perpetuating Nash’s 
purpose, “to present simply and briefly those aspects of physiology which are of 
special importance in surgery.”’—Charles A. Griffith, M.D. 


Calculation of Industrial Disabilities of the Extremities. cart o. RIceE. Charles C 
Thomas, Springfield, Il]. January, 1952. 284 pp. 204 illus. Price $10.50. 


Calculation of Industrial Disabilities of the Extremities, a monograph by C. O. 
Rice, was written as the title implies to provide a method for disability evaluation, 
based on objective findings. The monograph is divided into three sections: his- 
torical considerations with an explanation of the earlier methods of McBride, 
Kessler, Gray, and others; anatomical consideraticns with illustrations of the 
normal ranges of motion, and an explanation of the relative values for the various 
joints; and fundamental principles with a discussion of their application to the 
upper and lower extremities. 

The method employed by the author is based on assigning an arbitrary value to 
each joint in relation to the whole extremity and in determining the useful range 
of motion remaining, or the motion lost, as compared with the contra-lateral un- 
injured side. The consideration that factors other than loss of motion influence 
disability such as pain, loss of sensation, and lack of power is recognized by the 
variations from the normal range of motion. For those disabilities that defy 
measurement one must necessarily rely upon the judgment of the surgeon. 

Granting the author’s thesis that disability devaluation should be based upon 
the objective findings whenever possible, a fundamental problem still remains— 
that of the measurement of joint motion, and on this fundamental problem the 
author has devoted only two pages. There are few topics that can generate as 
much heat among orthopedic surgeons as a discussion of the various methods of 
‘measuring motion. The author in his brief discussion, does not include the most 
recent and comprehensive review on the subject, that by M.S. Moore.! However, 
in spite of this criticism the author has presented a useful method of calculating a 
large variety of industrial disabilities, and the monograph should be of value not 
only to the physician who is called on to make occasional estimates of disabilities, 
but also to insurance adjustors and industrial commissions.—R. D. R. 


Surgical Trealment of the Molor-Skeletal System. EDITORS: FREDERIC BANCROFT 
AND HENRY C. MARBLE, Philadelphia, Pa. J. B. Lippincott Co., Philadelphia, Pa. 
October, 1951. 1303 pp. 1049 illus. Price $24.00. 


This is the second edition under the senior editorship of Frederic W. Bancroft 
on the Surgical Treatment of the Motor-Skeletal System, the first edition having 
been published in 1945. As in the first edition the work is divided into two volumes 
on the basis of the etiology of the lesions discussed: the first volume is devoted to 
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deformities, paralytic disorders, muscles, tendons, bursae, new growths, diseases 
of bones and joints, and amputations; the second deals with fractures, dislocations, 
sprains, muscle and tendon injuries, and birth injuries. The two volumes represent 
the combined efforts of some 46 contributors with four additional contributors to 
the new edition and one new chapter by Marshall Urist on the physiology of bone 
repair. The section on military surgery has been deleted. 

The purpose of the treatise as stated in the preface by Clay Ray Murray, asso- 
ciate editor of the first edition is to present the surgical treatment of all conditions 
involving the motor-skeletal system. The pattern of presentation includes not 
only the operative procedures but also the indications, the preoperative and post- 
operative care, the common sequelae, and the prognosis. The work was designed 
not as a reference, but for use by the average general surgeon and orthopedic 
surgeon. 

It is obviously impossible in a brief book review to cover in detail the contribu- 
tions by each of the authors. Some of the sections are excellent, others, unfortu- 
nately, are out of date. In general, however, for a treatise ostensibly devoted to 
surgical treatment only brief, and in many cases inadequate, descriptions of the 
actual surgical procedures are included. A second criticism that may be applied 
to any compilation of this nature is that apparently contradictory opinions occa- 
sionally occur between the various contributors. It is to be regretted that an 
orthopedic surgeon was not included among the editors of the new edition to help 
reconcile these apparent inconsistencies, a criticism offered with all due respect to 
the present editors. The two volumes should prove to be valuable additions to 
the libraries of those physicians who have occasion to diagnosis and treat lesions 
of the motor-skeletal system.—R. D. R. 


A History of Neurological Surgery. EDITED BY A. EARL WALKER, M.D., The Williams 
& Wilkins Company, Baltimore, Maryland. 1951. 583 pp. 152 illus. Price 
$12.00. 


It is doubtless a reflection of the age of Neurosurgery that its heritage is now 
sufficiently clear that the need has become apparent for a suitable history of the 
field. Among several such historical surveys which have recently appeared, this 
volume represents the publication of a group of seminars held on the history of the 
development of Neurosurgery at Johns Hopkins University. The members of the 
staff of the Division of Neurological Surgery have here collected the most complete 
and well annotated historical survey of the young field of Neurosurgery that has 
yet been published. 

In contrast to many methods of recording the historical past in a medical field, 
this volume does not procede chronologically and treat the field largely in terms 
of the personalities who were responsible for its formation. Individual facets of 
the field of Neurosurgery are separately discussed and each is historically developed. 
Chapters include the historical development of diagnostic procedures, technics of 
cranial surgery, operations on posterior fossa, third ventricle, hypophysis, infections, 
trauma, vascular anomalies, epilepsy, pain, congenital anomalies, spinal cord and 
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vertebral column, peripheral nerves, and autonomic nervous system. The survey 
of each of these aspects is exhaustively compiled and this type of organization adds 
much to the interest and utility of the volume. In a limited space, individual bias 
is bound to appear and some will question the content, emphasis, and the role that 
certain individuals have played in the development of certain of these fields. Since 
the major strides have occurred in the past thirty years, it is right that the major 
emphasis should be placed on the efforts of men, many of whom are living, whose 
impact may be difficult to judge. 

Interspersed between the chapters are 14 biographical sketches to allow the 
reader to obtain a cross-section of the historical development in terms of the 
personalities of the pioneers in the field. These are supplemented by an extensive, 
accurate bibliography of 2,371 quotations which will serve as source material for 
similar efforts for a long time to come. 

This volume is written mainly for neurosurgeons but the history of the develop- 
ment of the fundamentals of neurosurgery will also be of interest and value to 
neurologists, neuropathologists, and neurophysiologists. It is an excellent refer- 
ence source for students and will serve its greatest function in indoctrinating the 
resident neurosurgeon in training who must acquire a background for the proced- 
ures and methods which he is learning to employ. The compilation of data gives 
a surprising insight into the problems which the field has had to face and solve, 
and it points out the basic approach of neurosurgery to clinical problems based on 
a multidimensional approach which includes the basic sciences as a key stone. 
To all those who come in contact with any aspect of the nervous system, this 
collection of papers will serve as a well-written, interesting documentation of the 
growth and present status of the field of neurological surgery.—A. A. W., Jr. 


Blood Clotting and Allied Problems. JosEPH E. FLYNN, M.D., New York. Corlies, 
Macy & Company, Inc., 1952. 367 pages. Price: $4.95. 


The transactions of the Fifth Conference on Blood Clotting and Allied Problems 
sponsored by the Macy Foundation, has been edited by Dr. Joseph E. Flynn, 
Associate Professor of Pathology at Columbia University. This book conforms to 
the style of the Macy Conference publications. There are seven definitive chapters, 
each by a leader in the field, with references and discussion. The discussion is one 
of the chief features of this type of book. The book is 367 pages long with an ex- 
tensive 38 page cumulative index to the conference held 1948-1952 inclusive. 
There are 148 figures, most of which represent graphs. 

The first chapter is a Clinical Evaluation of the Newer Anticoagulants by Dr. 
Nelson W. Barker of the Mayo Clinic. Following is a Comparative Evaluation 
of Tromexan and Dicumarol by Dr. Irving S. Wright. The third chapter is en- 
titled New Clotting Factors by Dr. Paul A. Owren, the noted Norwegian hema- 
tologist. Then comes a chapter on Defects in Hemostasis Produced by Whole 
Body Irradiation, and another on Pathogenesis of Irradiation Hemmorrhage, the 
latter by J. Garrott Allen. The last regular chapter on Fibrinolysin and Antifi- 


brinolysin by Dr. Eugene Loomis should be of interest to all surgeons who must 
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acquaint themselves with the newer developments in enzymes systems and their 
relation to surgery. 

This book is required reading for hematologists, but in addition would be an 
ideal means for surgeons to bring themselves up to date on the surgical aspects of 
hematology which are so well portrayed herein.—H. N. H. 


Das Bronchuscarcinom. G. SALZER, M. WENZI, R. H. JENNY, AND A. STANGL, Austria. 
Springer-Verlag, 1952. 143 pages, part 1; 99 pages, part 2. 367 illustrations. 
Price: $18.60. 


This book is written by three assistants in the Second Surgical University Clinic 
in Vienna who are aided by Dr. Stangl, the head of the Réntgeninstitut of the 
same clinic, and includes a comment by Dr. Mayrhofer, the Anesthetist of the 
Clinic. The subject is considered not only from the surgical but also from the 
x-ray therapy standpoint. There are 143 figures with 367 separate illustrations. 
The bibliography is up to date and includes American references. The first part 
of the book is 143 pages long and considers the pathology, symptomatology and 
treatment of bronchial carcinoma. At the end there is a 99 page section which is 
primarily composed of four x-ray illustrations to a page showing various types of 
bronchial carcinoma, bronchial adenoma, etc. In some instances gross pathologic 
sections are given with the corresponding x-ray plates. 

This book is, in effect, an atlas on bronchial carcinoma and should be of interest 
to all thoracic surgeons and chest physicians.—H. N. H. 


Post-Operalive Care. 4H. 5. B. ATKINS, Illinois. Charles C Thomas, 1952. 338 
pages. 64 illustrations. Price: $6.75. 


This book by H. J. B. Atkins, is a credit to British surgery. It combines the 
scientific approach of the American texts on this subject with the practical approach 
of the British texts. The Chapter on Thyroid reflects the influence of Joll; the 
section on Rectum and Anus reflects the influence of Gabriel, and the excellent 
chapter on Fractures reflects the influence of Watson-Jones. ‘There is a good dis- 
cussion of Operations on Children as well as a comprehensive chapter on Rehabil- 
itation. 

The book is 338 pages long and includes a comprehensive index and 64 illus- 
trations. Mr. Atkins is Director of the Department of Surgery of Guy’s Hospital. 
The book is to be recommended to all surgeons interested in a practical and com- 
prehensive discussion of post-operative care.—H. N. H. 


Lung Abscess. RB. Cc. BROCK, Illinois. Charles C Thomas, 1952. 195 pages. 60 
illustrations. Price: $7.75. 


This monograph on lung abscess by Mr. R. C. Brock, Thoracic Surgeon to Guy’s 
Hospital is a classic on this subject. Mr. Brock needs no introduction to surgeons 
in this country or abroad. The present book is very well printed and includes 195 
large pages with an index, bibliography, and 60 illustrations. 
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There is an anatomical chapter on Broncho-Pulmonary Segments followed by a 
thorough discussion of the Pathology of Lung Abscess. Then, there are chapters 
on Anaerobic and Aerobic Lung Abscess, Staphylococcal and Friedlander lung 
abscess, the etiology of lung abscess, Lung Abscess and Bronchial Carcinoma, and 
finally a long chapter on Treatment of Lung Abscess. 

In this final chapter the use of antibiotics, postural drainage, bronchoscopy, and 
surgery are all thoroughly discussed. Both resection and external drainage are 
properly appraised and their relative merits given adequate recognition. 

This excellent monograph is to be recommended to all surgeons doing chest 
surgery.—H. N. H. 


Pediatric X-ray Diagnosis. JOHN CAFFEY, A.B., M.D.; Professor of Clinical Pediat- 
rics, College of Physicians and Surgeons, Columbia University. Year Book 
Publishers, Inc., 200 East Illinois, Chicago, Ill., Second Edition, 1950. 862 pp. 
1,039 illus. Price $22.50. 


This is not a “new” book but an improved one. Dr. Caffey’s excellent work has 
become a standard reference book for radiologists and pediatricians. In addition 
to new matter, the revised second edition has a double column format which makes 
it easier to read and allows nelusion of more material. Normal and variations of 
normal are stressed throughout and make this a valuable reference, if put to no 
other use than this. The book goes far beyond the normal, however, and with 
profuse use of reproductions of radiographs and drawings describes many abnormal 
conditions in each of its six sections. The addition of 385 new figures (734 new 
images) expands the number of illustrations to 1,039. 

The physician doing pediatric surgery will find pertinent material throughout 
in the fields of anatomy, diagnosis, and morbid changes. 


\/las of Spatial Vector Electrocardiography. 3. WILLIS HURST AND GRATTAN C. 
woopson, gr., The Blakiston Company, Inc., New York, 1952. 214 pages. 
90 figures. 


The authors have presented a well illustrated text that represents the clinical 
application of the simplified methods of interpretation of routine 12-lead electro- 
cardiograms in terms of spatial vectors as described earlier by Grant and Estes. 
The first part describes the methods of determining the mean spatial vectors in a 
simple fashion that approximates the mean direction, polarity, and magnitude of 
the ORS and T vectors of the electrocardiogram. Essentially, these are derived 
from inspection of the deflections of QRS and T in the limb leads, and by deter- 
mining the transition point nearest to the zero potential plane as represented by 
the precordial leads. The aims of this approach are to apply the theoretical vector 
principles that form the basis for electrocardiography, and eliminate the need for 
memorizing numerous patterns empirically associated with clinical abnormalities. 

The second part illustrates the variations in vector electrocardiography that occur 
normally with age, as well as abnormally with right and left ventricular hyper- 
trophy, myocardial infarction, QRS conduction defects, digitalis, pericarditis, and 
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pulmonary embolism. The text is illustrated by representative case histories that 
cite the salient clinical findings, analyze the deflections in the conventional scalar 
electrocardiogram, and explain the derivation of the QRS and T vectors in the 
frontal plane as well as a cylindrical replica of the chest. 

Then, there is a final diagrammatic summary and comment about each electro- 
cardiogram. Such a presentation not only guides the new student in the pathways 
of spatial vectorcardiography, but provides a means of bridging the gap for the 
experienced clinician who has been trained in conventional methods of electro- 
cardiographic interpretation. Although there are limitations to this over-simplifi- 
cation of vectorcardiography which are well recognized by the authors, it repre- 
sents a constructive effort to apply vector principles to routine clinical electro- 
cardiography without the need for special equipment such as multichannel electro- 
cardiographs and oscilloscopes. 


Plastic Surgery 100 Years Ago. HERBERT CONWAY AND RICHARD STARK, New York. 
Harper & Brothers, N. Y., 1953. 110 pages. 


This excellent little monograph is essentially a biography of Gurdon Buck who 
was known not only for Buck’s Extension, but was also one of the leading plastic 
surgeons of his day. Medicine, and particularly plastic surgery, is seen in its per- 
spective as related to Dr. Buck. 

It is indeed remarkable to consider how ingenious this man was, and many of 
the readers will be astonished at his modern viewpoint. The book makes interest- 
ing reading, and for those who desire to know more of the history of medicine and, 
particularly of surgery, it is highly reeommended.—H. N. H. 


Liver Injury. DR. F. W. HOFFBAUER, New York. Corlies, Macy & Co., Inc., N. Y., 
1953. 265 pages. Price: $4.00. 


This monograph on liver injury represents the Transactions of the 11th Con- 
ference on the subject held under the auspices of the Josiah Macy, Jr. Foundation. 
It is edited by Dr. F. W. Hoffbauer of the University of Minnesota. The Con- 
ference includes members, all of whom are well known in medicine and on the 
subject of liver disease as well, and also guests including men of such caliber as 
Allan Grafflin of Johns Hopkins, Sten Lagerstedt of the University of Lund, 
Sweden, and Joseph Stokes of Philadelphia. The current volume includes five 
comprehensive chapters with the usual group interchange of comments and refer- 
ences. The five chapters include those on Infective Hepatitis by Dr. George 8S. 
Mirick; Enzyme Activity in Human Liver by Dr. John Waterlow; Morphology of 
the Liver by Dr. Hans Elias; The Mechanism of Biliary Excretion in Mammals 
by Dr. Elizabeth H. Bagley and Dr. Allan L. Grafflin, and, finally, Hepatic Histo- 
chemistry by Dr. Sten Lagerstedt. 

The book is well printed with 95 illustrations of good quality and bibliographies 
at the end of the separate chapters. It comes up to the high standards of other 
publications of the Conferences of the Josiah Macy, Jr. Foundation and is of 
interest to clinicians as well as to basic scientists.—H. N. H. 
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The Physician in Atomic Defense: Atomic Principles, Biologic Reaction and Organi- 
zation for Medical Defense. THAD Pp. SEARS. The Year Book Publishers, Inc., 
Chicago, IIJ., 1953. 308 pages. Price: $6.00. 


Dr. Sears has compiled a large amount of information on atomic phenomenology 
and has sought to relate it to the individual physician. The book is divided into 
three general sections: (1) Atomic Theory, Basic Physics, and Atomic Bombs; 
(2) Clinical, Biologic, Pathologic, and Therapeutic Aspects of Atomic Warfare, 
and (3) Organization of the Medical Department for Atomic Defense. 

The first half of the book is devoted to the section on atomic physics. It has been 
the purpose of the author to present this material in as understandable a form as 
possible, with a minimum of mathematical explanations. Much of this information 
is presented in the form of simple definitions. Explanations are brief, and every 
word is important. This section suffers in readability by virtue of this dictionary 
style; however, when used with the index, a quick thumbnail discussion on most 
problems of atomic physics is immediately available. 


The second section on the clinical aspects of atomic warfare is greatly abbrevi- 
ated. The information is of great interest to physicians and generally well under- 
stood; however, much the same elementary method of presentation is used in this 
section as in the section on physics. The emphasis is placed on the injury from 


ionizing irradiation, at the expense of the thermal and blast injury discussion. 

The final section on the organization for atomic defense is nicely written with a 
group of clear organizational charts which serve to emphasize the convictions of 
the author. The factors of dispersion, mapping of the damaged areas after an atomic 
disaster, the public health mission, are all well discussed. It is in this section that 
the author fills a great void in medical literature. 

The book is not greatly different from many governmental and service manuals 
on atomic defense. Insufficient emphasis is given to the thermal and blast effects 
of the atomic bomb and future thermo-nuclear weapons. However, the final 
section accepts these latter effects as the major problems in civil defense, thereby 
making a worthwhile contribution to the field of atomic defense. The book could 
be used by all physicians concerned with civil defense.—J. Thomas Payne. 


CONGRESS ON THROMBOSIS AND EMBOLISM PLANNED 


The International Congress on Thrombosis and Embolism will be held from 
July 20 to 24 of this year in Basle, Switzerland. Many eminent workers in the 
field of vascular disease will participate in the Congress, and readers of this Journal 
are invited to attend. Information concerning the Congress can be obtained 
from the nearest office of the American Express Company or from the General 
Secretary, Gynecological Clinic, Basle University, Basle, Switzerland. 
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Diseases of the Vulva 


A REVIEW OF RECENT LITERATURE 


Warren R. Lang, M. D.* 


PHILADELPHIA, PA. 


This review attempts to highlight some of the recent advances in the diagnosis 
and management of vulval diseases, with special attention to the contributions of 
the past five years. 


CONGENITAL LESIONS 


Vulval abnormalities are exceedingly uncommon, the most dramatic ones being 
associated with the various forms of pseudohermaphroditism and the rarer true 
hermaphroditism. It is now an accepted fact that such cases should be managed in 
a way that creates no disturbance of the sexual character in which the individual has 
been reared.' An interesting sidelight on these instances is the use of skin biopsy 
based on the experimental work of Moore, Graham, and Barr to determine ‘‘male- 
ness’’ or ‘‘femaleness.’’ A case of complete absence of the vulva,* a double vulva,‘ 
and another of double phallus with a split pelvis’ have recently been reported. 
Nowlin, Adams, and Nalle have observed 110 cases of vulvar fusion in young girls 
and, contrary to the usual opinion, feel that this condition is acquired rather than 
congenital. Recommended treatment is careful separation of the labia, either manu- 
ally or by blunt dissection. 


VULVAL LUMINESCENCE 


In certain lower forms, genital skin color changes with hormonal function. To 
MacDonald and Margolese must go the credit of first describing the phenomenon of 
human female external genitalia luminescence which, by their definition, is absorp- 
tion of radiant energy with re-emission at wave frequencies characteristic of the 
absorbing substance. Several other articles have followed*: *: ': '! disagreeing with 
some details but generally confirming the original observations. A mercury arc 
ultraviolet lamp is used and color variations are correlated with sex hormone metab- 
olism. Margolese states that the perineal and vulvar surfaces exhibit a yellow color 
prior to adolescence. At puberty the color is green, but soon becomes purple. A 
darker purple is apparent during pregnancy. After the menopause the color changes 


* Assistant Professor of Obstetrics and Gynecology, Jefferson Medical College, Philadelphia. 
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to green and finally back to yellow. Benson and Chappell have attempted to inter- 
relate observations of vulvar fluorescence with normal pregnancy, the normal puer- 
perium, chorionepithelioma, ectopic pregnancy, abortion, and hydatid mole. The 
original articles may be referred to for more details on this intriguing subject. 


KRAUROSIS AND LEUKOPLAKIA 


The exact relationship between leukoplakia and kraurosis is still under dispute. 
In general, the term kraurosis has been used to refer to a shrinkage and atrophy of 
the vulval tissues, while the term leukoplakia has been applied to a whitened, 
thickened patchiness with fissuring. Both conditions are associated with local irri- 
tation, soreness, and itching. It is possible that what is known as leukoplakia 
represents the hypertrophic phase of the disease, while kraurosis represents the 
atrophic and perhaps the later stage. After reviewing the commonly accepted causes 
of leukoplakia—lack of estrogen, allergy, psychiatric disability, and vitamin A 
deficiency—Miller found them all wanting. He analyzed 13 chemical constituents 
of urine in women with leukoplakic vulvitis, and, except for total organic acids 
which were elevated, the average rate of excretion for all constituents fell within or 
only slightly above the normal range. However, others!* continue to report both 
subjective and histologic improvement with large doses of vitamin A. The author's 
experiences in the Vaginitis Clinic at the Jefferson Medical College Hospital with 
the use of this vitamin have not been too successful, and subjective results, when 
obtained, have been temporary. 


Leukoplakia is frequently listed as a precursor of vulval squamous cell cancer. 
After following 36 cases of leukoplakia for five years however, Miller found only one 
in which carcinoma developed. In another series of 122 cases which were followed 
for five years or more after simple or partial vulvectomy had been performed, Langley, 
Hertig and Smith found over half had recurrences of symptoms or lesions or both, 
but only one developed squamous cell carcinoma 12 years after a simple vulvectomy. 
With cases of carcinoma the association of leukoplakia has been recorded as 12 
per cent! (although approximately 50 per cent of the patients in this group had the 
chief complaint of pruritus vulvae), 35.3 per cent,!® 61 per cent,'* and 62 per cent.'? 
It is to be concluded that, although most vulval leukoplakia does not eventuate in 
carcinoma, coexistence of the two is frequently sufficient to warrant removal of the 
former. 


PRURITUS VULVAE 


Pruritus vulvae—a symptom, not a disease—is a frequent gynecologic difficulty, 
being the chief complaint of 10 per cent of private gynecologic patients.'*’ The term 
connotes little or no accompanying vulval skin changes. The causes of genital 
itching are multiple and may be classified as: physiologic, systemic, allergic, der- 
matologic, mechanical, neoplastic, atrophic, psychosomatic, infectious, and idio- 
pathic. Long-continued pruritus may lead to lichenification and pigmentation of 
the vulva. We have found the commonest causes statistically in our series to be 
monilial and trichomonad infections.!® Mention should be made of one of the more 
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recent incitants of pruritus vulvae: monilial infections following the administration 
of broad-spectrum antibiotics either systemically” or locally.’ 

An intelligent evaluation of a case of pruritus vulvae must be detailed and is often 
very time consuming. In protracted and recurrent cases the physician should follow 
the rule of *‘ continuing the search’’ rather than blindly trying another ointment or 
cream. The fact that so many different preparations are available for pruritus indi- 
cates the lack of spectacular success with any particular one. There are local anes- 
thetics,** scabicidal antipruritic agents,** fatty acids,?* and agents for intramuscular 
use, such as adenosine-5-monophosphate.** Procaine has been given intravenously,?* 
and anyone who has treated the condition with psychotherapy?’ is impressed by the 
value of this method. It should be remembered that the vulva is subject to a series 
of periodic insults in that it is wet with urine, bathed with menstrual discharge, 
kept moist by its location between the thighs, subjected to friction on walking, and 
is located near the anus. The old standbys of therapy, such as careful cleansing with 
a mild soap and keeping the area as dry as possible, should not be omitte 1. 

Many articles have been published concerning the use of antihistamines against 
pruritus vulvae. These drugs produce local anesthetic, sedative, and fungicidal 
effects,** in addition to their antihistaminic activity. Local application, by lotion, 
cream or ointment, has been preferred by most writers, but others have recommended 
systemic administration. Waldriff, Davis, and Lewis reviewed their extensive ex- 
perience with seven different antihistamines for pruritus, with from 60 per cent to 
80 per cent relief resulting from various preparations. The main disadvantages of 
the antihistamines are sensitivity and cross sensitivity,*® which have occurred fre- 
quently enough to warrant caution in their use. Ellis and Bundick sent question- 
naires to 200 dermatologists requesting their experiences with local application. 
Ninety-four per cent had tried topical use, 60 per cent still used antihistamines, but 
less than 10 per cent of those polled used them often. In addition to the well-known 
antihistamines, 2 per cent promethazine hydrochloride cream* has been tried locally 
in 20 cases of kraurosis, leukoplakia, and idiopathic and other forms of pruritus at 
the Jefferson clinic, and it was found to be longer acting, with decreased loss of effec- 
tiveness after frequent usage. There have been no instances of sensitization. In all 
fairness, however, it should be stated that the A.M.A. Council on Pharmacy and 
Chemistry** has lately omitted dermatologic preparations of antihistamine drugs 
from the N.N.R. 

Until recently, estrogen was the only hormone used extensively against pruritus, 
and its greatest sphere of usefulness is in local application for kraurosis. Within 
the past several years cortisone and ACTH have entered the field, with glowing 
reports.**: *4- 85 Since cortisone is useless locally but hydrocortisone (compound F) 
is effective, the latter is used topically in ointment form.** Although initial en- 
thusiasm must wane, it seems so far to be quite effective in anogenital pruritus. In 
his own experience, the author has also found it a definite aid in producing sympto- 
matic relief with decrease of inflammation. Because of the cost of such preparations, 
and until more experience is gained, their use is limited to those cases not responding 
to simpler measures. 


* Phenergan Cream, Wycth trademark, 
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Surgery should never be the first approach in the management of pruritus vulvae 
except in instances such as leukoplakia or neoplasia where operative procedures are 
admittedly necessary. Wilson has reported on the use of multiple alcohol injections 
in 49 chronic, intractable cases. Over 80 per cent received full or partial relief from 
the itching. By microscopic studies, the author found that the efficacy of this 
method was due to its degenerative effect on the nerve fibers and its diminution of 
infection. The main complication was abscess formation in 4 of 120 women so 
treated. Mering has described a method of wide plastic undermining of the vulval 
skin, adjacent thigh, and vaginal mucous membrane. Fifteen of 16 patients obtained 
relief by such a procedure. 


INFECTIONS INCLUDING VENEREAL DISEASES 


In spite of older teachings, vulvovaginitis in children is not necessarily gonococcal 
in origin. In fact, the finding of gram negative intracellular diplococci by smear is 
also insufficient evidence, since Neisseria sicca can produce both the symptoms and 
smear findings of gonorrhea.*® This point illustrates the necessity for culture in 
most cases. The antibiotic used depends upon the micro-organism present. For 
children, miniature estrogen suppositories* may also help in building up the epi- 
thelium. Estrogen systemically is not necessary and may cause breast changes or 
uterine bleeding. 

There is general agreement in literature on the subject that tuberculous ulceration 
of the vulva is satisfactorily treated with streptomycin.*!: 4? A case has been re- 
ported in which the clinical findings suggested granuloma inguinale. ** 

Chancroid is an acute, autoinoculable genitoinfectious disease characterized by 
ulceration with pain. The causative organism is Hemophilus ducreyi. The best method 
of diagnosis is isolation of the organism. In two large series of cases the Ito-Reen- 
stierna skin test has been found wanting.**: 4° Treatment is by use of either one of 
the sulfonamides, streptomycin, or the standard broad spectrum antibiotics. ** 47 
Welch and Lewis feel that the sulfonamides are still the drugs of choice and that 
antibiotics should be reserved for cases of sulfonamide sensitivity or failure. The 
sulfonamides have the advantage of not “‘masking’’ syphilis. 

Granuloma inguinale is a chronic, granulomatous, autoinoculable disease mainly 
involving the skin, although it has been known to affect even the tubes and ovaries. * 
Extragenital involvement is not infrequent. The etiologic agent is the Donovan 
body or Donovania granulomatis. A satisfactory skin test has yet to be devised. 
The specificity of the complement fixation test apparently has been confirmed.*! 
The discussion by Thomas of the clinical findings and differential diagnosis is an 
excellent one. 

Before the introduction of the antibiotics, antimony compounds were the main- 
stay of treatment. At present the literature is full of reports on the effectiveness of 
streptomycin, oxytetracycline, chlortetracycline, and chloramphenicol. Greenblatt 
et al reviewed their experiences in using these four drugs with 295 patients and sug- 
gested that hospitalization is preferable during therapy. Carbomycin, although in- 
effective in lymphogranuloma venereum, works well against granuloma inguinale.*4 
Erythromycin is also of value.*5 
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Granuloma inguinale has not been mentioned so often as lymphogranuloma ve- 
nereum as a precursor of vulval malignancy. Nevertheless, such reports are becoming 
more frequent.** ®** Some have described a pseudoepitheliomatous hyperplasia 
that might herald the onset of a malignancy.** Kern reports a case of vulval squa- 
mous cell carcinoma clinically simulating granuloma inguinale. The author has 
personally seen 2 cases of granuloma inguinale mimicking carcinoma of the cervix. 

Lymphogranuloma venereum is a venereal disease caused by a virus similar to that 
of psittacosis. The disease is a constitutional one characterized mainly by acute 
and chronic changes in the inguinal and anorectal areas. It is a lymphatic disease 
manifested by bubo formation, genital elephantiasis, ulceration and rectal stricture. 
Histologically stellate abscesses and suppurative granuloma are characteristic. 
The Frei test, which becomes positive about a month after the clinical signs appear 
and remains so for the remainder of the patient's life, is of little help in diagnosing 
an active infection. However Bedson et al believe it may be, taken in combination 
with a positive complement fixation test. 

The sulfonamides have been superseded by the broad spectrum antibiotics in the 
therapy of lymphogranuloma venereum. Chlortetracycline, chloramphenicol, oxy- 
tetracycline®? and erythromycin®*® have been reported upon favorably. Although 
stilbestrol is said to have relieved the discomfort of rectal stricture in a series of 24 
cases, ®* it would seem that colostomy must remain the only method of management 
in severe cases. Smolen and Tamis found 126 reported cases of pregnancy compli- 
cating lymphogranuloma and reported another. If the stricture should be a tight or 
fibrous one, cesarean section would be prudent, so as to avert the calamity of rectal 
rupture. 

Pund and Lacy investigated lymphogranuloma venereum as a precipitating cause 
of cancer and, in agreement with many others, state that the coexistence of the two 
is more than mere chance. White and Miller dispute this belief. They collected 
1,812 case reports of which only 1.71 per cent had the complication of carcinoma of 
the rectum, anus, or genitalia. 

A word of warning about the use of the newer antibiotics is in order. They should 
be used cautiously and only after an etiologic diagnosis has been made. Untoward 
effects, ranging from fever and pruritus, gastrointestinal upsets, and renal damage, to 
neurologic and hematologic disturbances, may occur.** Three fatal fungous infections 
have been reported. 


BENIGN TUMORS OF THE VULVA 


Condylomata acuminata, so-called venereal warts, are of viral origin and are auto- 
inoculable. They may be single or multiple, discrete or confluent, raised, filiform or 
papillomatous. They are common in negresses with vaginal discharge and in the 
presence of pregnancy. The therapy of warts is a difficult problem and a recent 
detailed survey has been made by Evans. In addition to listing methods aimed at 
the elimination of leukorrhea, he groups the therapies into five categories: surgery, 
irradiation, topical applications, injections, and psychotherapy. The last mentioned 
is thought to be of little value by Allington. Since Kaplan reported that condy- 
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lomata acuminata undergo rapid involution after the topical application of resin of 
podophyllum, podophyllin locally in some form has been a preferred method of 
treatment. Applied in any fashion however, it should be touched only to the affected 
areas and washed off thoroughly within at least seven or eight hours after applica- 
tion. Several cases of severe vulvitis requiring hospitalization have ensued when 
this precaution has not been taken. In view of the common assumption that con- 
dylomata acuminata are benign, a recent report that 4 of 11 cases of vulvar carcinoma 
in Bantus began in condylomata** is somewhat surprising. 

Great interest has been demonstrated in hidradenoma,’*~7* a rare nodular tumor, 
usually of the labia majora. An extensive collation of the literature has been made 
by Anderson. These tumors most frequently arise from the vulval apocrine sweat 
glands in women of the 40 to 50 year age group. The lesions are solitary and sharply 
circumcised, measure .5 to 1.5 cm. in diameter, are slightly raised, and of a rasp- 
berry color. The symptoms are minimal. The vast majority of these growths are 
benign; histologically a characteristic double-layered epithelial gland lining is no- 
ticeable, with a highly adenomatous pattern resembling malignant transformation. 

Vulval hemangiomata are surprisingly few, with only 13 cases reported.*® Ron- 
chese has successfully treated one in an infant with the application of surface radium. 

Tornqvist and Rothman have reviewed the literature on endometriosis of the vulva, 
and have added cases of their own. The entity tended to appear after tears or scars 
from plastic procedures or episiotomies and even presumably from menstrual blood 
flowing over a newly made Bartholinectomy scar.** 

Described recently are 3 cases of eosinophilic granuloma involving the vulva.*® 
The authors feel that these cases provide additional support to the concept that 
eosinophilic granuloma of skin and bone and Hand-Schiiller-Christian disease are 
different expressions of the same basic disease process. Palliative x-ray therapy or 
local excision yielded good temporary results. 


MALIGNANT TUMORS OF THE VULVA 


Cancer of the vulva is a rare disease. It is most frequently of squamous cell type, 
although adenocarcinoma, malignant melanoma, and basal cell carcinoma sometimes 
occur. It is a disease of old age, with pruritus as the first symptom, and notoriously 
involves the anterior portion of the vulva.*® As a rapid method of differentiating a 
venereal ulcer from carcinoma, the cytologic smear has been suggested.*’ Scheffey, 
after studying the delay period in female pelvic malignancy, found that the physi- 
cian’s delay was highest in diagnosis of vulvar carcinoma (nineteen months!) than 
with any other female genital tract malignancy, and that over 50 per cent of physi- 
cians first concerned with a patient with vulvar malignancy neglected to do even a 
routine pelvic examination. 

The relationship of leukoplakia, granulomatous lesions, and condylomatalata to 
vulvar malignancy are considered elsewhere in this review. X-ray therapy for be- 
nign disease as a predisposing cause of skin cancer has been denied by Sulzberger et 
al, who re-examined and evaluated 1,000 patients irradiated for benign skin lesions 
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and 1,000 non-irradiated ‘‘control’’ patients and found no evidence that such treat- 
ments given by qualified specialists lead to malignant alterations. 

Novak lists three noninvasive lesions of the vulva: carcinoma in situ, Bowen's 
disease, and Paget's disease. Carcinoma in situ is a potential precursor of invasive 
vulval cancer. Gardiner et al, in a review of 112 cases of carcinoma in this site, found 
2 cases in which the lesion was entirely intraepithelial (ages 42 and 67) and 6 cases 
of intraepithelial surface involvement associated with a various extent of invasion 
(ages 29, 61, 61, 62, 63, 68). Bowen's disease presents certain histologic differences 
from carcinoma in situ, especially the lesser degree of epithelial anaplasia and the 
presence of the characteristic Bowen cells.** Huber et al have reported 3 cases of 
vulval Paget’s disease. Grossly, the characteristic slowly-spreading eczematoid skin 
changes were present. Histologically the so-called Paget cells were found. In 1 case 
the skin lesion was associated with a carcinoma of the apocrine sweat glands. 

In a review of the literature, Siegler and Greene found 60 cases of basal cell carci- 
noma and added 5 of their own. The average age was 63. There is no direct rela- 
tionship between leukoplakia and basal cell carcinoma, as is noted with squamous 
cell carcinoma in this region. Wide local excision is sufficient treatment. 

There are 3 recent reports of the rare myoblastoma vulvae*®: **: *? and 1 of adeno- 
carcinoma of the cylindroma type.** In a review of over 100 reported cases of Bar- 
tholin gland carcinoma,” the average age was listed as 49.5 years, with 46.8 per 
cent adenocarcinomatous and 35.8 per cent squamous cell. Finn and McFadden have 
just reported the tenth case of Bartholin gland carcinoma to survive for five years. 
Of interest too is the report by Marek and Hayden of a case of clitoridal carcinoma, a 
metastasis from the cervix, the clitoris enlargement being the presenting symptom of 
the patient. 

The treatment of invasive vulval carcinoma is essentially surgical. The tradi- 
tionally recommended procedure is radical vulvectomy with bilateral, superficial, 
and deep inguinal and femoral node dissection. In fact there are 2 cases in the 
literature of vaginal delivery following such a procedure.’°? Radium and x-ray 
treatment have produced poor overall results. As with cancer elsewhere in the 
body, however, there are those who advocate more radical surgery, in regard both 
to the vulval excision and the extent of lymph node removal, since it is known that 
recurrence in the vulva is less common locally'®* and that lymph node metastases 
definitely lower the prognosis. 

Twombly has described a technic for a one stage radical vulvectomy with the 
classical lymph node dissection including the nodes along the external iliac and the 
obturator nodes. Way et al carries out a wide en bloc removal exposing the peri- 
osteum of the symphysis and external obturator muscles and leaving the wound open. 
A wide excision of the inguinal, deep femoral, and external iliac nodes is performed. 
Operative mortality in his hands was 16 per cent. The five year cure rate for such 
a procedure has been 83 per cent, according to Stening. Complete pelvic exentera- 
tion!®* has also been utilized for some late vulvar malignancies. Certainly these 
newer radical procedures are still in the experimental stages, as are radical procedures 
for other malignancies. They should not be regarded lightly or undertaken without 
a highly trained team and supporting staff. 
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obstetrics abstracts 


NORMAL PREGNANCY 


44. Influence of Weight Gain on Pregnancy: A Review of One Thousand Privale 
Cases. S$. A. ALEXANDER AND J. T. DOWNS, 111, Dallas, Texas. Am. J. Obst. 
& Gynec. 66:1161-1167, December 1953. 


One thousand private obstetric patients were studied to determine the effect, 
if any, of weight gain on their pregnancies and to establish a mean weight gain for 
the group. The mean weight gain by percentage increase was 17 per cent (20-25 
pounds) and the range was from 0 to 49 per cent increase. Patients over 26 years 
of age (the mean for the group) gained less than their younger counterparts. 
There was no statistical evidence that a high increase in weight caused any ex- 
tension of labor. In the 30 cases of toxemia encountered, the mean weight gain 
was 22.4 per cent, a statistically significant increase, with a range of 6 per cent to 
10 per cent (8-41 pounds). In view of the relatively large number of patients with 
considerable weight gain and the very low incidence of toxemia (3 per cent) it was 
felt that increase in bedy weight per se was not related to the development of 
toxemia in this group of patients. 7 references. 5 figures. 2 tables.—Author’s 
abstract. 


It has always been taught thal excessive weight gain was a potential cause of toremia 
and an early evidence of a disturbed metabolism in pregnancy. The above paper seems 
lo indicate that weight gain is of lillle or no significance, which is rather surprising, to 
say the least.—F. A. 8. 


15.. A Five-Year Study of Elderly Primiparas. BERNARD A. G. WEISL, Brooklyn, 
N.Y. Am. J. Obst. & Gynec. 66:1235-1247, December 1953. 


9°77 


This study of 277 elderly primiparas delivered at the Methodist Hospital of 
Brooklyn in the years 1943 to 1917 shows the major problems of this group of 
patients and their infants. The elderly primipara is here considered to be a woman 
who is delivered of her first viable child at 35 years of age or over. 

The incidence of the elderly primipara and the cesarean section rates are given. 

Ninety-four per cent of these patients were delivered on the private service 
whereas only 7L per cent of all obstetric patients were on private service. Of the 
279 infants of these 277 patients, 134 were male and 145 were female. 

Prematurity oecurred in 8.24 per cent of the elderly primiparas. Stillbirths 
totalled 4.3 per cent as opposed to 3.4 per cent for all obstetric patients. Neo- 
natal deaths constituted 3.2 per cent as opposed to 1.6 per cent for all obstetric 
patients. There were 3 cases of Mongolism for an incidence of 1.08 per cent, 
compared with 0.14 per cent for the 11,053 other births at the hospital during this 
time. 

Labor was rapid for 46 patients (under six hours), normal for 161 patients (6 to 
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20 hours), and prolonged for 50 patients (over 20 hours). Twenty patients had 
elective cesarean sections. 

Breech presentations occurred in 20 cases, but since one occurred in twins, the 
corrected total of 19 gives a 6.8 per cent incidence. The 25 year average at the 
Methodist Hospital for primiparous breech presentations, excluding multiple 
pregnancies, is 4.6 per cent. 

Thirty-seven of the 47 cesarean sections were performed primarily or secondarily 
because the patients were elderly primigravidas. Concern for the safety of the 
infant, because of the fewer years of reproductive potential in these patients, 
appears to carry more weight in the consideration of cesarean operations in these 
patients than in younger primigravidas. 

Forty-two (15 per cent) of the 277 elderly primiparas had histories of one or 
more previous abortions. 

There were 13 cases of toxemia among the elderly primiparas, or 4.7 per cent, 
as compared with 270 cases for all cbstetric patients, or 2.2 per cent. 

As compared with other hospital obstetric patients in this study, elderly primi- 
paras more often seek private care, and they have a cesarean section rate over four 
times as great, a premature rate half again as great, a doubled neonatal mortality 
rate, an incidence of Mongolism 8 times as great, and a doubled incidence of tox- 
19 tables.—Author’s abstract. 


emia. 8 references. 


This is an excellent and painstaking study and discloses clearly the advantages of 
accurale records and intelligent evaluation. The article is timely since the elderly primi- 
para, as a source of potential disaster, is wholly disregarded in some quarters. The 
incidence of cesarean seclion mentioned by the author is high, bul justly so, because of 
the importance of the baby. Certain other factors would probably not be so frequent in 
large groups because of the comparatively small number of patients studied. The 
incidence of Mongolianism is probably higher than thal which would be found if 10,000 
were studied.—E. A. 5. 


46. 14,501 Deliveries with No Maternal Death. stmLING PILLSBURY, Long Beach, 
Calif. California Med. 79:343-345, November 1953. 


In the last eight years, from 1945 to 1953, 14,501 women have been delivered of 
babies at Seaside Memorial Hospital, Long Beach, Calif., without the death of a 
single mother from any cause. Seaside Memorial Hospital is a 370-bed general 
hospital, with a 40-bed obstetric service. 

Although the maternal mortality rate for any hospital should be lower than for 
the United States as a whole, 14,501 births with no deaths still indicates salvage of 
several mothers more than the average. Maternal mortality throughout the 
United States has been reduced from 79.9 per 10,000 births in 1920, to 20 in 1945, 
and to the low figure of seven in 1952. 

Several factors are responsible for the achievement of Seaside Memorial Hospital. 


These include: 
1. Liberal use of blood in anemia and abnormal bleeding. During the last five 
years, free blood has been furnished by the American Red Cross. 
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2. Antibiotics and early activity of the mothers have reduced infections. 


3. Spinal anesthetics reduce hemorrhage and allow for greater flexibility in com- 
batting complications at delivery. 

1. Consultations are usually required when complications arise. All physicians 
must obtain written permission from a member of the obstetrics consultation com- 
mittee for high forceps delivery, cesarean section, induction of labor by mechanical 
means, or internal podalic version. Consultation with a member of the committee 
is also required in all cases with excessive hemorrhage either before or after birth, 
reduction of hemoglobin to less than 50 per cent of normal, thrombosis, hyper- 
tension with systolic blood pressure over 160 mm. of mercury, convulsion, fever 
of 102.6 F. or higher lasting more than 24 hours, obstruction to delivery, or pro- 
longed labor. No charge is made for obligatory consultations, and rarely is there a 
charge for assistance at delivery by one of the committee. 

5. High caliber of nursing care, which is essential. 2 references.—-Author’s 
abstract. 


The authors are to be congratulated upon the extraordinary results they have achieved 
in eliminating maternal mortality from such a large series as 14,000 cases. The pre- 
vention of avoidable obstetric deaths is possible by reason of the ercellent lechnic and 
obstetric judgment displayed, but it is amazing that there should nol have been a single 
unavoidable death from cerebral accident, hemorrhage or the like.--E.. A. S. 


PATHOLOGIC PREGNANCY 


47. Pregnancy Wastage. JULES B. AARON, WILLIAM LEVINE, AND LEO GITMAN, 
Brooklyn, N. Y. Obst. & Gynec. 2:461-469, November 1953. 


Preconceptual investigations were made of 52 couples with histories of pregnancy 
wastage such as repeated abortion, prematurity, congenitally defective children 
and stillbirths. The patients had had 191 pregnancies, of which 151 (79.1 per cent) 
terminated in abortions; 26 (13.6 per cent) were premature: and 14 (7.3 per cent) 
were full term. There were 18 living children, one ef which was premature and 
had retrolental fibroplasia. In addition to routine history and physical examina- 
tion, each investigation included a psychologic interview, nutritional survey, genetic 
survey, endocrine assay, complete male genito-urinary examination, and hyster- 
ography and endometrial biopsy in the female. Significant findings revealed by 
hysterography included abnormalities in 60.9 per cent of the uteri, 69 per cent of 
these being congenital anomalies and 31 per cent acquired lesions such as fibre- 
myoma, endometrial polyps, and hyperplasia. In addition to routine endometrial 
biopsy, glycogen stains were prepared. Sixty-four per cent of the endometrial 
specimens showed defective glycogen content, of which 83 per cent were improved 
after administration of small doses of diethylstilbestrol. Constitutional gyne- 
cologic factors, familial incidence, the male factor,endocrine assays, and nutritional 
and psychologic evaluations do not contribute substantially to the causes of preg- 
nancy wastage. Uterine environment, such as structural abnormality and en- 
dometrial failure, appear to play a predominant role in the repeated and consecu- 
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tive recurrence of unfruitful pregnancy. A preconceptual study is recommended 
after two episodes of pregnancy wastage. These should include all the investi- 
gations mentioned, with particular emphasis on uterine morphology and appraisal 
of endometrial physiology. 14 references. 12 figures. 6 tables.—Author’s abstract. 


U'ndoubledly more careful preconceptual studies will aid in the lessening of preg- 
nancy wastage, though only further work along this line will determine how much. 


The paper indicates the advantages of stilbestrol in cases of glycogen deficiency in the 
endometrium.— A. S. 


48. Pregnancy Associated with Diseases of the Adrenal Glands. ARKrHUR B. HUNT 
AND WILLIAM M. MCCONAHEY, Rochester, Minn. Am. J. Obst. & Gynec. 66: 
970-987, November 1953. 


Although pregnancy occurs rarely in women who have hyperfunction of the 
adrenal cortices (Cushing’s syndrome) or medulla (pheochromatocytoma), the 
author’s study of pregnancies occurring in such patients is described. Seven preg- 
nancies among 4 women with untreated Cushing’s syndrome are reported. The 
gross fetal mortality was 3, or 43 per cent. There was no maternal mortality, 
although one woman died 20 months postpartum from the effects of hypertension 
due to neglected Cushing’s syndrome, and one died 11 years after her delivery. 
The records of 6 patients with pheochromocytoma who had 7 pregnancies, were 
gathered from the literature, and the authors added a case of their own. Two 
mothers died of shock postpartum (28.6 per cent maternal mortality) and 5 infants 
were lost, giving a fetal mortality of 55 per cent. 

Nine patients became pregnant under varying circumstances that had produced 
either adrenal cortical insufficiency or partial suppression of adrenal cortical ac- 
tivity, such as extensive subtotal (bilateral) adrenalectomy for Cushing’s syn- 
drome (4 cases); Roentgen therapy to the pituitary for the treatment of Cushing’s 
syndrome (1 case); total bilateral adrenalectomy for bilateral pheochromocytoma 
(1 case); and Addison’s disease (3 cases). Each of these 9 women had 1 preg- 
nancy. Although all of these patients studied had a low excretion of 17 ketoster- 
oids in the urine, only 3 required therapy for adrenal cortical insufficiency at the 
time of conception. The obstetric experience of these 9 women was good. In 
spite of the risks attendant to adrenal cortical insufficiency, these women went 
through pregnancy well and without any maternal mortality. Except for 1 spon- 
taneous abortion, all pregnancies resulted in normal living children. 

Results of repeated determinations of the excretion of 17 ketosteroids and corti- 
costeroids in the urine in the pregnant and non-pregnant states in 2 women tend 
to show elevation of these substances when pregnancy is present. Discussion as 
to the origin of this increase is given and evidence cited to show that at present 
neither the fetus nor the placenta can be surely implicated. The origin of the 
increase of these hormones in pregnancy is unknown. 

It is concluded that if adrenal replacement therapy is properly administered to 
women who have adrenal cortical insufficiency, fertility should not be greatly 
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reduced, and pregnancy can usually be successfully negotiated. 20 references 
3 tables.—Author’s abstract. 


19. Sodium Excretion in Toxemia of Pregnancy; I. Effects of Hydration Therapy 
on Urinary Sodium Outpul. HENRY B. TURNER AND DOROTHY FAIR, Memphis, 
Tenn. Obst. & Gynec. 2:619-622, December 1953. 


Forty-two patients with toxemia of pregnancy of all degrees of severity were 
studied to determine the effects of large volumes of oral fluids on the urinary ex- 
cretion of sodium. In first group of 11 patients with mild pre-eclampsia, only 3 
showed an increased sodium excretion as the result of 24 hours of toxemia therapy. 
Group 2 included 10 patients who were treated for a total of 18 hours before the 
second determination of urinary sodium excretion was made. The majority of 
these patients also showed a decrease rather than an increase in urinary sodium 
excretion following hydration therapy. Three patients delivered during the course 
of study, and in contrast to the previous groups, they all showed an increase in 
urinary sodium excretion following hydration therapy and also resulting from 
delivery. A third group of 18 undelivered patients with severe toxemia were 
treated for varying periods of time by bed rest and hydration therapy and demon- 
strated changes similar to those reported in the previous groups. It is therefore 
concluded from the results of the study that the oral or intravenous administration 
of large volumes of water in the management of pre-eclampsia and eclampsia 
rather consistently results in increased urinary output of water, but a diminished 
24 hour urinary excretion of sodium. Because all the patients in this study ap- 
parently benefited from the method of management it is felt that hydration therapy 
still has an important role in the treatment of toxemia of pregnancy, although the 
benefit is apparently not derived from an increase body sodium loss as previously 
assumed. 9 references. 2 figures. 1 table.—Author’s abstract. 


It is suggested that another series of cases be sludied in regard lo the elimination of 
sodium in the toxemia of pregnancy, using the treatment of dehydration so frequently 
advocated. Such a comparison would be extremely interesting. —E. A. 


50. Some Investigations on Renal Function During and Afler Pregnancy. PAOLO 
QUAINT, Torino, Italy. Minerva Ginecologica. V:629-641, Oct. 15, 1953. 


By means of Reheberg, Romeo and Ferro Luzzi’s methods the renal system was 
tested in 24 patients who were suffering from a more or less serious gestosis (eclamp- 
sia, pre-eclampsia, pregnancy albuminuria) and more or less serious glomerular or 
tubal lesions were ascertained. After some time (9-24 months) the same tests 
showed a perfect restifulio ad inlegrum of the renal system in 21 cases. In the 
other 3 patients (2 of them had been affected with eclampsia and 1 with pre- 
eclampsia) slight tubal and glomerular troubles were noticed. A prompt operation 
is advised in order to obtain not only the clinical recovery, but also a regression of 
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the kidney’s parenchymal lesions. 67 references. 1 figure. 4 tables.—Author’s 
abstract. 


51. Management of the Pregnant Diabetic. EDWARD TOLSTOIL, WILLIAM P. GIVEN, 
AND R. GORDON DOUGLAS, New York, N. Y. J.A.M.A. 153:998-1002, Nov. 
14, 1953. 


The authors report their experiences with the management of 72 pregnant dia- 
betics. The treatment can be divided in two parts, that for diabetes, and the 
management of pregnancy. The diabetes was treated by the clinical approach as 
advocated by Tolstoi. This method briefly recommends one dose of a slow acting 
insulin sufficient to maintain the patient free from the symptoms of diabetes, to 
keep the patient’s urine acetone-free, and to maintain the patient’s weight. The 
obstetric care is supervised jointly by internist and obstetrician. The patient is 
examined at weekly intervals; the reason for such close supervision is that preg- 
nant diabetic patients are more frequently vulnerable to four complications: pre- 
eclampsia; progressive hypertension with albuminuria and retinopathy; hydram- 
nios and edema without hypertension; and ketosis with or without acidosis. These 
complications are most usually encountered after the 30th week of pregnancy and 
contribute to the death of the fetus. 

The treatment of these complications is discussed. The only one for which 
specific therapy is available is the ketosis: for the others, treatment is empiric, 
since little is known about their etiology. 

Fifty per cent of the patients were delivered by cesarean section, and while this 
is the most practical approach, it does not guarantee a living infant. Newborn 
infants require special attention by a trained pediatrician, since these infants as a 
rule show poor activity, their cry is weak, and sometimes their respirations are 
established with difficulty. These babies may reveal a brawny generalized edema, 
cyanosis, icterus, and dyspnea. They are treated as premature babies. The 


details of treatment are discussed in the publication. The question of hormone 


therapy is also discussed, but no hormones were used in treating this group of 
patients. 6 references. 4 tables.—Author’s abstract. 


ECTOPIC: PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


52. Hydatidiform Mole, with Special Reference lo Diagnosis and Follow-Up: A 
Preliminary Report of 93 Consecutive Cases. NICHOLAS M. ALTER, JOSEPH I. 
HAMEL, AND MERRILL A. SWINEY, Jersey City, N. J. Bull. Margaret Hague 
Maternity Hospital. 6:92-96, December 1953. 


From 1932 to 1953, 93 cases of hydatidiform mole occurred at the Margaret 
Hague Maternity Hospital out of about 150,000 deliveries. Incidences reported 
in the literature are at great variance, ranging from 1:200 to 1:6000, Not all cystic 
structures constitute true moles. False (pseudo) moles are cystic structures found 
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in uniovular conception products with fetus which are due to regressive changes 
of fetal circulation. True moles develop Fefore fetal circulation is established due 
to progressive neoplastic proliferation of the chorionic trophoblasts. 

There are 2 types of hydatidiform mole: (1) massive and (2) abortus type. 
When a large mass of cystic structures fills the uterine cavity, the uterus is en- 
larged beyond the corresponding period of gestation. 

As the chorionic epithelium becomes the main source of gonadotropic hormones, 
quantitative A. Z. test in high titer can aid diagnosis. Other symptoms of diag- 
nostic aid in the series reported were (1) early bleeding with brown discharge; (2) 
early toxic symptoms (edema, hypertension, proteinuria); (3) x-ray evidence of 
absence of fetal parts in the uterus of 5 months’ size. 

Removal was performed with D. and C. in 70 cases, with hysterectomy in 6 
cases. The others delivered spontaneously. In the follow-up, A. Z. tests are of 
greatest importance, since they may indicate existence of active chorionic tropho- 
blasts in the uterine cavity, in the uterine wall, or in form of malignant changes. 
D. and C. will eliminate uterine contents or may show evidence of malignancy. 
Persistently positive A. Z. tests indicate invasive mole or chorionepithelioma. For 
this reason 6 hysterectomies were performed within six weeks; 3 showed invasive 
mole and chorionepithelioma (3.2 per cent). One is still alive (19 years); 2 others 
died within 18 and 20 months respectively, with no evidence of malignancy. 

Feel of malignant changes following hydatidiform mole are largely unjustified. 

The quantitative A. Z. test is an aid in diagnosis of hydatidiform mole. How- 
ever it is in the follow-up, after removal of hydatidiform mole, when a qualitative 
A. Z. test is of greatest importance. Increase in titer of gonadotropic hormone 
revealed by means of quantitative A. Z. indicates increase of activity of the pro- 
liferating chorionic trophoblasts in case of invasive mole or chorionepithelioma. 
11 references.—Author’s abstract. 


The authors rightly emphasize the comparatively infrequent sequel of chorionepi- 
thelioma to hydatidiform mole. This editor still feels that, in moles where there has been 
much hemorrhage and incomplete evacuation, an abdominal hysterolomy offers a safe 
and definite method of removing all possible portions of the mole as well as determining 
ils invasive qualily.-E. A. 8. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


53. The Place of Forceps in Present-Day Obstetrics. 1. N. A. SEFFCOATE, Liverpool, 
England. Brit. M. J. 951-955, Oct. 31, 1953. 


The revolution in obstetric practice which has come about in the last 25 years, 
among other things has modified views on the importance of forceps. The intro- 
duction of the lower segment cesarean section operation; the discovery of sulfon- 
amides and antibiotics: the provision of facilities for immediate and full replace- 
ment of blood loss; the extension of antenatal supervision; and the upgrading of 
maternity hospitals and their staffs are some of the more important factors con- 
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cerned in this revolution. ‘The result has been dramatic fall in the maternal and 
fetal mortality rates. In some respects, the benefits of modern trends are better 
illustrated by fetal results. 

In the Liverpool Maternity Hospital, which handles a selected group involving 
a high proportion of abnormal cases, 50,622 babies were born during the 25 years 
between 1926-1950. During that period the stillbirth rate was reduced by two 
thirds and the neonatal death by one third, and, at the end, birth injury was re- 
sponsible for less than 10 per cent of deaths. Also during that time, the forceps 
delivery rate rose from 6-7 per cent to 16-17 per cent—at the expense of spon- 
taneous delivery, not of cesarean section. 

The increased number of forceps deliveries was accompanied by a fall from 20 
per cent to 2 per cent in the fetal mortality for the operation. This was explained 
by factors such as substitution of skill for force, insistence on an accurate cephalic 
application of the blades, the avoidance of difficult mid-forceps deliveries, and by 
carrying out the operation earlier, in the second stage of labor. Once it is clear 
that birth is impeded, maternal and fetal distress should be anticipated and the 
forceps delivery leisurely carried out as a planned operation. 

Among the last 3,522 forceps deliveries, there were 6 maternal deaths in which 
the operation was partly responsible. In 3 of these the fatal outcome was the result 
of inhalation asphyxia associated with anesthesia, and the anesthetic may have 
played a part in the fourth. The chief danger of forceps delivery in modern prac- 
tice is general anesthesia. 

A prophylactic forceps operation has an important place in the fully equipped 
maternity hospital, but it should be avoided in domiciliary practice where facilities 
are limited. Under the latter circumstances, only low forceps delivery should ever 
be attempted and then with a clear indication. In hospital, cesarean section is 


preferable to many of the difficult: mid-forceps deliveries. It is not always easy, 
however, to decide which delivery is going to be difficult, and even the expert can 
make an error in judgment. When such an error is made, it is essential to recognize 


it early and to stop further efforts at delivery, resorting instead to cesarean section 
before either mother or baby is injured. Indeed, in hospital practice there may 
be a place for a “trial of forceps” —a procedure suggested by Frank as early as 1908. 

Natural childbirth is not necessarily benign for the individual mother or child, 
and judicious interference with nature can produce better results. As the methods 
of such interference become safer, their role must be constantly reviewed. The 
place for the forceps operation is not static but varies constantly, according to the 
relative safety of cesarean section on the one hand, and spontaneous delivery on 
the other. 11 references. 5 figures.—Author’s abstract. 


Dr. Jeffcoate has given an excellent descriplion of the place of forceps in obslelrics 
and his principles quile agree with the American viewpoint. He bases his reporls on 
nalural childbirth, emphasizing the necessity lo abandon this procedure when the 
occasion demands.—E. A. S. 
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54. Association Between Period of Gestation and Length of Menstrual Cyele. 
THOMAS MC KEOWN, J. R. GIBSON, AND T. DOUGRAY. Brit. M. J. 253-255, 
Aug. 1, 1953. 


Data for 1,227 women who gave birth to children in an English county borough 
in one year and kept calendar records of their menses in the year following delivery 
are used to examine the association between period of gestation and length of 
menstrual cycle. 

Data are considered adequate for 716 women with regular cycles. 

Period of amenorrhea (from onset of menstruation to birth) increases by about 
a day for each additional day in the length of cycle, and it is suggested that this 
variation is determined by variation in the interval between onset of menstruatior 
and ovulation. If this is so, the period between ovulation and birth seems to be 
independent of length of cycle. 16 references. 4 tables.—Author’s abstract. 


ve 


The Value of Antenatal Preparation. WILDA ROBERTS, I. D. P. WOOTTON, 
Kk. M. KANE, AND W. E. HARNETT, J. Obst. & Gynaec., Brit. Emp. 60:404—408, 
June 1953. 


The aim of the survey is to evaluate the effectiveness of antenatal training on 
the process of childbirth. The instruction given to the mothers at weekly classes 
is based on the principles expounded by Dr. Grantly Dick Read, and the classes 
are planned according to the teachings of the late Mrs. Heardman. The exercises 
are simple, and a definite routine is maintained. The mother is assured that 
attendance at the classes does not eliminate the administration of analgesic drugs 
should she need them. 

The cards relating to the patients delivered between June 1949 and June 1952 
were sorted into two groups: those having attended the antenatal classes and the 
mothers who did not attend. The former group numbered over 1,000 and the 
latter about three times as great. 

Kach group was sorted into a number of different classes according to factors 
Which might influence the course of labor. This gave rise to 160 possible classes. 
Two samples were constructed, a relaxation sample and a control sample, and the 
subsequent investigation deals with the results in these, each of which numbered 
1,013 (864 primigravidae and 179 multipara). 

The length of labor was compared, and observing both the first and second 
stages, it Was seen that the samples were extraordinarily similar, and it was con- 
cluded that relaxation does not affect the length of labor. 

There was a highly significant difference between the analgesia required by the 
two samples, and it was obvious that the control patients needed heavier types of 
sedation to relieve them. We should like to emphasize the fact that the type of 
analgesia administered was dictated by the needs of the mother and by no other 
factor. 

The complications of labor are generally distributed between the two samples, 
and there appears to be no significant difference between the incidence of asphyxia 
and stillbirth. However, there are two points of difference: there were 45 cesarean 
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sections in the relaxation group and 73 in the control group. Postpartum hemor- 
rhage was more frequent in the control sample, with 50 cases a: opposed to 28 
cases in the relaxation sample. Both these comparisons are on the borderline of 
significance. 

The results of the survey may give rise to disappointment, however, we feel 
that it would be a grave mistake to be guided by figures alone, since there does not 
appear to be any satisfactory yardstick by which we can measure the peace of 
mind and sense of security that the mothers derive from the antenatal classes. 
3 references. 1 figure. 6 tables.—Author’s abstract. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


56. Massive Postpartum Hemorrhage; 50,000 cc. Blood Loss due to Acquired Cir- 
culating Anticoagulant. ROBERT K. NOLAN AND PAUL G. FRICK, Minneapolis, 
Minn. Obst. & Gynec. 2:508-512, November 1953. 


The authors’ report of a case at the University of Minnesota Hospitals in Min- 
neapolis describes the postpartum course of a patient who had an acquired circu- 
lating anticoagulant probably acting against the plasma precursor of thrombo- 
plastin. 

The primary laboratory manifestations were a prolonged clotting time and 
minimal prothrombin consumption. Adding the patient's blood to normal blood 
definitely delayed the clotting time of the resultant specimen. The primary mani- 
festations observable in the patient were spontaneous, subcutaneous, and articular 
hemorrhages, and practically uncontrollable bleeding from any open wound. 

For 41 days postpartum the patient bled, losing an estimated 50,000 ce. of blood, 
and receiving 45,600 cc. by transfusion. No known drugs exist that would control 
the bleeding. Citrated blood was not effective for hemostasis, but could be used 
for replacement of lost blood. Serum lowered the clotting time and hemorrhagic 
tendency only for a few hours. Because any break in continuity of integument 
resulted in prolonged uncontrollable bleeding, the usual surgical means of attack 
were closed. After stilbesterol administration the bleeding ceased, but necessarily 
because of its use. 

X-ray castration was attempted. Within one year coagulation tests became 
normal. Approximately 30 months later the patient again menstruated without 
detectable recurrence of hemostatic dysfunction as measured by tests currently 
available, though recurrence of hematomas was seen. 

Temporary passive transfer of the anticoagulant to the baby was also detected. 
1 references. 1 figure.—Author’s abstract. 


57. Face Presentation; Analysis of Thirty-Seven Cases al Louisville General Hos- 
pilal. DAVID c. GROENTG, Louisville, Ky. Obst. & Gynec. 2:495-499, No- 
vember 1953. 


Thirty seven face presentations occurring at L. G. H. were reviewed. Findings 
included: (1) the incidence of face presentation was .15 per cent of all deliveries; 
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(2) the diagnosis by abdominal palpation alone was unreliable, but the vaginal 
examination and x-ray were very helpful; (3) the etiology was obscure but often 
associated with cephalo-pelvic disproportion, i.e. 27 per cent in which instance 
delivery by version and extraction is extremely hazardous; (4) the great majority 
delivered spontaneously or with aid from low forceps, i.e. 70 per cent, regardless 
of initial position; (5) when conversion is indicated the Schatz, Ziegenspeck, or 
Thorn maneuvers may be tried and, in selected cases, cesarean section is the 
choice; (6) the overall infant mortality, including monsters and prematures, was 
19 per cent; and (7) there was no maternal mortality and no increased maternal 
morbidity. 7 references. 6 tables. Author's abstract. 


This careful descriplion of face presentations and their management fails lo mention 
one extremely valuable procedure. When the chin is impacted in the hollow of the 
sacrum, conversion lo a verler by the Schalz method is generally impossible. But 
under deep anesthesia rotation to a chin anterior and then instrumental delivery as a 
face oflen brings excellent results.—F. A. 8. 


58. An Assessment of the Value of the Chassar Moir Graphs in the Radiological 
Investigation of Cephalo-Pelvie Disproporlion. JOHN P. ERSKINE, GEOFFREY 
KELHAM, AND PETER P. wiumM, London, England. J. Obst. & Gynaec., Brit. 
Emp. 60:312-318, June 1953. 


This article consists largely of a review of the first 160 obstetric cases in which 
a radiologic prediction of the outcome of labor was made, at Paddington Hospital, 
using the graphs devised and described by Professor Chassar Moir of Oxford. 

With the exception of a few cases of breech presentation in primigravidae, all 
the patients were referred to the x-ray department by obstetricians of experience 
because cephalo-pelvic disproportion was suspected, and because each case pre- 
sented a clinical problem to the obstetrician in charge. 

Radiologic investigation was carried out at the thirty-seventh week of pregnancy 
and in a proportion of cases it was possible to repeat the cephalometry after an 
interval of two or more weeks. As a result it is believed that the bi-parietal di- 
ameter of the fetal head increases by | mm. per week in the final weeks of pregnancy. 

One of the main advantages of the graph method is that the personal element 
is reduced to a minimum, and, provided the measurements are made correctly, 
their interpretation becomes almost automatic. Extrapolation of the graphs is 
necessary occasionally, and it is thought that this is safe within limits below and 
to the right. 

The cases have been divided into four groups, according to the degrees of dis- 
proportion shown on the graphs, and the results are discussed in detail in relation 
to these disproportion groups. 

Twenty-nine cases were considered to be nonassessable as they were delivered 
by Cesarean section without a satisfactory test of the prediction. 

Of the 131 assessable cases the prediction proved to be substantially correct in 
91.6 per cent. The highest proportion of errors occurred in the moderate dis- 
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proportion group (disproportion of more than 2 mm. but not more than 4 mm. in 
the brim chart, or of more than 4 mm. but not more than 7 mm. on the cavity or 
outlet charts). As it is here that unpredictable factors, such as strength of uterine 
contractions and mouldability of the fetal head, exert their maximum influence, 
it is believed that this is the group in which trial labor has its greatest value. 

In the series of 160 cases, 32 patients were delivered by Cesarean section and 
there were 24 forceps deliveries and 29 trial labors. 

The conclusion is reached that, with the help of the Moir graphs, even the rela- 
tively inexperienced may achieve a satisfactory degree of accuracy in predicting 
the course of labor in cases with clinically suspected disproportion and the method 
can be introduced in a General Hospital without interfering with the working of 
a busy x-ray department. 5 references. 1 figure. 4 tables.—Author’s abstract. 


59. Vaginal Delivery Following Cesarean Section. 5. R. HARRIS, JR., Lubbock, 
Texas. Am. J. Obst. & Gynec. 66:1191-1196, December 1953. 


The current trend of liberalization of the indications for cesarean section is 
rapidly adding to the number of women who present the problem of pregnancy and 
delivery subsequent to surgery. Conservative elements in the profession are dem- 
onstrating that vaginal delivery following cesarean section is in many cases a 
rational procedure. 

Careful evaluation of each case in the group who has had section because of 
temporary modifiable causes should include consideration of the type of previous 
section; the postoperative convalescence; the general physical condition of the 
patient; the technical ability of the surgeon who performed the operation; and the 
status of the present pregnancy: (1) early engagement of the presenting part; 
(2) beginning effacement of the cervix; and (3) an anterior cephalic presentation, 

The risk involved is admitted and the necessity for close observation and careful 
management of the labor is emphasized, particularly in reference to the necessity 
for immediately available surgery and whole blood in case of uterine rupture. 
Despite this added burden to the obstetrician, many women formerly condemned 
to multiple surgical procedures may be freed from them and allowed the oppor- 
tunity to demonstrate their ability to deliver vaginally. 

A short summary of the current statistics from the literature and the author’s 
practice is given. 

A plea is made for discard of the old belief that once a patient delivers by cesarean 
section, all her succeeding deliveries must be by that method. Individual evalu- 
ation of each case and tests of the natural possibilities is also advocated. 13 refer- 
ences. | table.—Author’s abstract. 


60. Prolonged Labor; Clinical Evaluation. JOHN R. MCCAIN, WILLIAM M. LESTER, 
Atlanta, Ga., CLARENCE L. ANDERSON, Lakeland, Fla., AND JOSEPH W. PIL- 
KINGTON, St. Petersburg, Fla. J.A.M.A. 153:695-699, Oct. 24, 1953. 


A clinical analysis is made of the 158 cases in which the labor lasted over 30 
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hours. They occurred among 19,159 deliveries at Grady Memorial Hospital. 
There were no maternal deaths, but 33 of the infants did not survive. 

Primary uterine inertia was the major cause for the prolonged labors, occurring 
in 145 of the 158 patients. In 77 per cent of all of the cases, it was the only eti- 
ologic condition apparent. Only 14.6 per cent of the 158 cases had had children 
previously. The prolonged labors in these multiparas were usually associated with 
poor uterine contractions and with borderline cephalopelvic disproportion or with 
a faulty position of the fetus. 

Progress toward delivery was arrested within the first 24 hours of labor in 75 
per cent of the cases. At the time of the arrest, the cervix was dilated 6 cm. or 
less in all except 20 cases. If the progress became arrested after the amniotic 
membrane had ruptured, but with the presenting part of the infant still unengaged, 
over half of the infants (54.2 per cent) were lost. However, if the arrest of prog- 
ress occurred with the membranes still intact and after the presenting part had 
become engaged, the infant mortality rate was 7.3 per cent. 

The specific methods of treatment to improve progress of labor consisted of rest 
or sedation, artificial rupture of the amniotic membrane, and. pituitary extract. 
The single most effective method of treatment of an arrest of progress in labor was 
the artificial rupture of the amniotic membrane. The cases in which membranes 
were ruptured artificially after progress had become arrested had an infant mor- 
tality rate of 2.8 per cent. 

The prognosis for the outcome of the patient's labor after an arrest of progress 
could be predicted best from the response to the rupture of the membranes and to 
the use of pituitary extract. If the patients had not delivered within eight hours 
after this treatment, a successful vaginal delivery occurred in only half of the 59 
cases. Serious consideration should be given to the use of a cesarean section at the 
end of eight hours of treatment unless vaginal delivery is imminent. If this had 
been done for the cases in this study, the incidence of cesarean section would have 
been 35 per cent. If all of the infants delivered by the additional cesarean sections 
had survived, the infant mortality rate would have been 8 per cent. (Of course, 
it may become evident before the end of the eight hours that a successful vaginal 
delivery will not occur. If a cesarean section is indicated, it should not be delayed 
until the end of eight hours of treatment.) 

The length of the labor affected the results in the infants. The patients in labor 
over 48 hours lost 40 per cent of their babies. The underiying causes for the 
deaths of the infants were intrapartum fever and/or the use of an operative pro- 
cedure for delivery. The 16 patients who had had fever over 36 hours before 
delivery lost 13 infants (81.2 per cent). An operative delivery was begun while 
the infant was still alive in 49 patients and 14 of the babies (28.6 per cent) did not 
survive. 


Of the 158 patients in this study, 77 women had subsequent pregnancies and 
delivered a total of 101 infants. Only 16 of the 101 later labors lasted over 12 hours 
and only one lasted over 30 hours. All except 12 of the later pregnancies delivered 
spontaneously. The later pregnancies of the women who had had primary uterine 
inertia in their prolonged labor were delivered after short labors, with uterine con- 
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tractions of normal character. Of the 31 patients with fetopelvic disproportion 
complicating the prolonged labor, 13 had 17 later deliveries. Ten of the 17 later 
pregnancies were delivered by cesarean section. 3 references. 4 tables.—Author’s 
abstract. 


The late Dr. Herbert Coodall strongly emphasized the endocrinal origin of inerlia 
uleri, maintaining thal there was generally associaled with it a certain degree of dila- 
lation of the stomach and loss of intestinal tonicity. The continuous intravenous ad- 
ministration of pituitary extract plus ruplure of the membrane seems the best available 
method. The authors correctly state thal cesarean section should not be unduly de- 
layed.—E. A. 8. 


61. Present Slalus of Prognosis and Therapy of Pathologie Diaslasis of the Pubic 
Symphysis. GIOVANNI GARRONE, Torino, Italy. Minerva Ginecologica. V: 
655-066, Oct. 15, 1953. 


A case of spontaneous complicated fracture of the pubic symphysis, which healed 
clinically 4 months after the delivery, is described. The orthopedic and obstetric 
prognosis, and therapy are critically considered, since very often they don’t agree 
on the choice and duration of treatment. The partial regression of the pelvic 
anatomic alterations which occur during the pregnancy and the delivery is men- 
tioned as the possible cause of the secondary pelvic osteo-arthropathies. 59 refer- 
ences. 4 figures.—Author’s abstract. 


PATHOLOGY OF THE NEWBORN 


62. Emergencies in the Newborn. GEORGE COOPER, JR., MCLEMORE BIRDSONG, AND 
RANDOLPH BRADSHAW, Charlottesville, Va. J.A.MLA. 153:1077-1080, Nov. 
21, 1953. 


Compared with the remarkable decrease during recent years in the number of 
infants dying in the first year of life, the number who die in the first 24 hours and 
in the first month has diminished but little 

Prematurity and uncorrectable congenital deformities are great obstacles to 


reduction of the newborn mortality rate, but preventable deaths do occur. There- 
fore, it is timely to review the more important indications for roentgen examination 
of the newborn, since prompt investigation of five symptoms will uncover many 
situations which can be corrected if treated as emergencies. In these same situa- 
tions, delay in diagnosis or incorrect treatment markedly increases morbidity and 
mortality. 

Respiratory and Circulatory Embarrassment. This symptom complex is mani- 
fested chiefly by cyanosis, respiratory irregularity, thoracic respiratory effort, gross 
inequality of respiratory excursion, percussion dullness, and physical signs of 
mediastinal shift. It takes keen clinical judgment to distinguish significant from 
insignificant degrees of these symptoms, especially in prematures. When signifi- 
cant symptoms are present, chest roentgenograms will yield valuable and some- 
times life saving information. 
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For instance, obstructive atelectasis and pulmonary hyaline membranes produce 
similar symptoms. In the former, bronchoscopy is often life saving; in the latter 
it may easily cause death. With aid of roentgenograms, both conditions can be 
recognized early, ensuring correct treatment. Many similar examples can be cited. 

Abnormal Drooling. The cause is usually an esophageal atresia. Roentgeno- 
graphic demonstration and surgical correction before the first feeding give the 
infant his best chance of survival. Feeding is apt to be followed by an aspiration 
pneumonia. Yet the diagnosis is not often considered until one or more feedings 
have been vomited. 

Abdominal Mass. The finding of an abdominal mass other than an enlarged 
liver or spleen is an emergency calling for immediate investigation, including roent- 
gen examination. Only rarely, except for polycystic kidney disease, is a condition 
found in which prompt diagnosis and treatment do rot result in reduced morbidity 
and mortality. 

Vomiting and Distention. The usual cause of vomiting and abdominal dis- 
tention in the newborn is obstruction of the small bowel or upper colon. The 
emergency is critical. Roentgen examination of the abdomen may not determine 
the cause of obstruction but it locates the level, permitting prompt surgery. 


Failure to Pass Meconium. Obstruction of the lower bowel causes vomiting and 
distention, too, but it should be detected by noting failure to pass or scanty pas- 


sage of meconium before the more slowly developing symptoms appear. Again 
roentgen confirmation and localization permit early surgery. 

Even though an imperforate anus is present, roentgen examination in the in- 
verted position with an opaque marker on the anal dimple is essential to demon- 
strate the length of the atresia. 

Conclusions: Close cooperation between pediatrician and roentgenologist will 
result in prompter, earlier solution, and therefore more successful treatment of 
emergency problems in the newborn. 10 references. 5 figures.—Author’s abstract. 


63. Problems Posed by the Newborn Infant of a Diabetic Mother. rnoserr vd. 
GAuCHAT, City, la. J. lowa M. Soc. October 1953. 


An attempt is made to explain the frequently observed syndrome of the new- 
born infant, with a diabetic mother, who is obese, edematous, splanchnomegalic, 
and hirsute at birth, and who dies 18-36 hours postpartum, following a_ brief 
period of respiratory distress, cyanosis, and sweating. An extensive review of 
current concepts of the physiologic and biochemical dysfunctions which surround 
the pregnant diabetic mother and her offspring permits the development of a 
hypothesis concerning the pathogenesis of the infant’s symptoms and signs. 

This hypothesis postulates transplacental transfer from mother to fetus of ex- 
cessive amounts of growth hormone and ACTH during gestation. The charac- 
teristic habitus of the infant reflects the influence of these hormonal stimuli. Fol- 
lowing birth, the infant is in a period of relative hypopituitarism and hypoadreno- 
corticism, the effects of which become clinically apparent about 2 to 4 hours post- 
partum, and which may lead to death in 18 to 36 hours. 42 references. 5 figures. 
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THE MENSTRUAL CYCLE 


64. Lse of Toluidine Blue in the Treatment of Hypermenorrhea. RAY F. CHESLEY, 
JOSEPH PADOVANO, THOMAS F. HEAD, AND MARTHA LOVING, Jersey City, N. J. 
Bull. Margaret Hague Maternity Hosp. 6:100—103, December 1953. 


An uncontrolled study was made over a two year period of 80 private patients 
who had hypermenorrhea without evidence of pelvic pathology. All were screened 
initially for elevated protamine titres. If this was found to be increased, no further 
studies were made. If the initial test was found to be normal, usually the pro- 
thrombin level was determined by the second stage method. In addition Ac- 
globulin, clot retraction, Lee-White clotting time, and serum prothrombin were 
estimated. If indicated by any findings in these tests, a platelet count was done. 

Of the group, 49 patients were found to have elevated protamine titres and were 
treated with oral toluidine blue in dosage of 100 mg. three times daily. Six pa- 
tients were unimproved, 13 showed some improvement, and 26 showed marked 
improvement. The degree of improvement seemed to be closely correlated with 
increases in protamine titres. 

It would appear that toluidine blue deserves further and more detailed investi- 
gation as an agent for the control of hypermenorrhea unassociated with any pelvic 
pathology. 7 references. 1 table.—Author’s abstract. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


65. Further Studies on Experimental Endometriosis. ROGER B. scorr, Cleveland, 
Q., AND RICHARD W. TELINDE AND LAWRENCE R. WHARTON, JR., Baltimore, 
Md. Am. J. Obst. & Gynec. 66:1082-1103, November 1953. 


Previous experiments by two of these investigators to test the viability of men- 
strually-shed fragments of endometrium are reviewed. When rhesus monkeys were 
surgically altered to allow intraabdominal menstruation, endometriosis developed 
in 5 of 10 rhesus monkeys. In no instance was the intact endometrium incised or 
traumatized. 

A sixth of these monkeys developed extensive external endometriosis in subse- 
quent studies. This animal showed ureteral obstruction due to endometriosis, 
extensive endometriosis involving bowel at the fimbriated end of the tube, endome- 
triosis of the kidney and kidney capsule, and endometriosis in a periureteral lymph 
node. 

A fundectomy was done in one monkey. Over two and one-half years later, 
endometriosis was found agglutinating the uterus to bowel and bladder. A similar 
experiment by Heim in 1928 showed no endometriosis; however, the exploration 
was made only 39 days after the fundectomy. 
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The repeated intraperitoneal injection of venous blood obtained at the times of 
menstruation did not cause the pelvic peritoneum of 4 monkeys to metaplase to 
endometrial tissue when observed over a period of more than two years. 

When 4 monkeys were surgically altered to produce utero-abdominal wall fistulas 
or menstrual egress into the rectus muscle, endometriosis was produced. This 
indicates that pelvic peritoneum is not essential to the production of external endo- 
metriosis and further accents the probability that desquamated endometrial frag- 
ments are viable. 

Transplants of endocervical and cervical tissue to the pelvic organs and the 
abdominal wall of 6 monkeys were studied by biopsy over approximately a two 
year period. No metaplasia to endometrial tissue was observed. 

Transplants of endosalpingeal tissue to the pelvic organs and the abdominal wall 
of 6 monkeys were observed over approximately a two year period. Biopsy re- 
vealed no endometriosis, except in one instance where the stromal tissue was more 
suggestive of endometrial stroma than endosalpingeal stroma. 

By semi-serial sections and injection studies of the uterotubal junctions of im- 
mature and mature rhesus monkeys, a uterotubal valve or valve-like mechanism 
was considered unlikely. A fourth instance of spontaneous endometriosis occurring 
in the rhesus monkey is reported. 

Since the human female and the female rhesus monkey have no uterotubal 
junction valve, are cyclically menstruating primates, and have spontaneously 
occurring endometriosis, retrograde flow of desquamated endometrium is con- 
sidered to be a strong possibility in the etiology of external endometriosis. 

The reported growth of human menstrual discharges by tissue culture is noted 
and the clinical evidence of lymphatic and vascular spread is considered important. 

From these experimental studies and the reports in the literature external endo- 
metriosis in the human female is considered to be possible from: (a) implantation 
and growth of endometrial fragments shed via the tubes at the time of menstrua- 
tion; (b) implantation and growth from daughter processes initiated by (a) above; 
(c) lymphatic and probable vascular dissemination. 

The metaplasia of pelvic peritoneum or other tissues in the pelvis is considered 
the least likely of all hypotheses for the histogenesis of external endometriosis. 
26 references. 16 figures. | table.—Author’s abstract. 


These sludies confirming the view of the late Dr. Sampson are of greal value, and 
undoubledly they will be continued until the whole matter is clarified —E. A. S. 


66. Cytological Delection of U lerine Cancer in Private Obstetrical and Gynecological 
Praclice. THOMAS A. SLATE, PURVIS L. MARTIN, AND JOHN W. MERRITT, San 
Diego, Calif. Am. J. Obst. & Gynec. 66:878-890, October 1953. 


This study is based upon an analysis of the first 104 consecutive positive or 
suspicious smears from 8,148 private patients. 


The value of the cervical smear in the detection of early uterine malignancies in 
private practice is discussed by the authors. One hundred and four (1.27 per cent) 
positive or suspicious smears (Class IV & V) were obtained from 8,148 private 
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patients. Investigation of these smears revealed 5 patients with invasive carci- 
noma of the cervix; 48 with preinvasive carcinoma; 4 with fundal adeno-carci- 
noma; and 14 with premalignant or borderline lesions. Five patients had cauteri- 
zation of benign-appearing cervical lesions before histologic confirmation. There 
were 7 false positives (exclusive of 14 premalignant or borderline lesions), and 6 
other patients had insufficient follow-up for final diagnosis. 


Eight practicing obstetricians and gynecologists collaborated in obtaining rou- 
tine cervical smears for this study. All smears were sent to one private laboratory 
where they were stained by the Papanicolaou method with slight modification and 
screened by the cytologic technician (Merritt). All highly atypical, suspicious, 
and positive smears were reviewed by the senior author. 


Multiple circumferential biopsies, including the squamo-columnar junction and 
endocervix or “cold cone’’ biopsies were made in most cases where an abnormal 
smear suggested possible malignancy. Serial sections or multiple sections were 
made from tissues revealing premalignant changes, or a preinvasive carcinoma for 
accurate histologic diagnosis. All histologic diagnoses were made by reliable 
certified pathologists. 


Among the 48 patients with noninvasive carcinoma, 43 were not suspected 
clinically, and thus would have been missed had it not been for the cervical smear. 
Among the 20 patients with invasive carcinoma only 3 cases were clinically unsus- 
pected but detected by the smear. 


The average age for the group with invasive carcinoma was 47.4 years for stages 
I & I, and 55.8 years for stages III & IV. The average age for the group with pre- 
invasive carcinoma was 34.6 years, and for the premalignant group, 30.1 years. 
This age relationship, together with histologic findings, suggests that the pre- 
malignant lesions may be precursors to carcinoma in situ—just as carcinoma in 
silu is considered a precursor or a progenitor of invasive carcinoma. As far as the 
authors knew there were only 3 cases, or .036 per cent, false negative results con- 


sisting of | early epidermoid carcinoma and 2 cases of endometrial carcinoma. 
The percentage of false negative smears is difficult to evaluate accurately in this 
type of study. 

From this study, the authors conclude that the routine smear, if properly evalu- 
ated and controlled, is a practical and a very sensitive test for the detection of pre- 
clinical and early carcinoma of the cervix in a private gynecologic or obstetric 
practice. 12 references. 5 figures. 9 tables.—-Author’s abstract 


67. What Are the Earliest Endometrial Changes to Justify a Diagnosis of Endome- 
trial Cancer? RICHARD W. TE LINDE, HOWARD W. JONES, AND GERALD A. 
GALVIN, Baltimore, Md. Am. J. Obst. & Gynec. 66:953-969, November 

1953. 


The paper is concerned with the earliest changes in the endometrium which 
might justify a diagnosis of cancer. The study is based on a comparison of curet- 
tings obtained at various times preceding hysterectomy to the histologic findings 
in the ultimately removed uterus. The cases are divided into three groups. 
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Group I is composed of 13 cases in which curettage was performed and the inter- 
pretations of the curetting were controversial. Because the surgeons in charge 
believed the curettings to be too suspicious to justify a delay, hysterectomy was 
done immediately. 

Group II is composed of 14 cases in which curettage was done and interpreta- 
tions of the curettings were controversial. Definite treatment was not carried out 
immediately. Because of recurrent bleeding, curettage was done 10 months to 23 
years later and frank adenocarcinoma was found. 

Group III is a retrospective study of 8 cases of adenocarcinoma of the endome- 
trium in which previous curettings obtained 3 to 34 years before were available for 
study. 


From studying these groups of cases the following conclusions are reached : 

From our first group of 13 cases there is the strong suggestion that many lesions 
that were variously diagnosed as “atypical hyperplasia,” “adenomatous hyper- 
plasia,” and “proliferative hyperplasia” are in fact carcinoma. This opinion is 
based upon the frequent finding that these lesions in the same endometrium were 
advanced carcinoma and the histologic transition of these lesions to the more 
malignant-appearing ones. 

The data presented in our Group II cases suggest that often endometrial carci- 
noma is preceded by similar “hyperplastic”’ lesions for several years. 

Our data assembled in Group III indicate that in a smaller group of cases, 
secretory endometrium, nonsecretory endometrium, or glandular cystic hyper- 
plasia may precede the development of cancer within as much as three years of the 
development of frank cancer. Although there is no material to substantiate it, 
the authors have no doubt that adenocarcinoma can arise within secretory endo- 
metrium, as shown b¥ Jones and Brewer. 7 references. 10 figures. 3 tables.- 
Author's abstract. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


68. The Trealment of Female Genital Tuberculosis with Streplomycin and Para- 
aminosalicylic Acid. HARRY SERED, FREDERICK H. FALLS, AND BRUCE P. 
zummMo, Chicago, Ill. Am. J. Obst. & Gynec. 66:823-829, October 1953. 


Eighteen consecutive cases of genital tuberculosis treated with PAS and dihy- 
drostreptomycin are presented. The average dose of streptomycin was | Gm. per 
day given in a single intramuscular dose. The dosage of PAS was 10 Gm. per day. 
When side reactions to PAS appeared, the minimal effective dose has been found 
to be 5 Gm. per day. If necessary, the drug may be stopped for several days, then 
started again at the aforementioned 5 Gm. per day. The duration of combined 
drug therapy was 3% to 4 months. PAS may be used for its supposed effects long 
after the tubercle bacillus has become resistant to streptomycin. 

Although our objective has been to give both drugs for as Jong as possible in an 
effort to avoid surgery, it has been found that advanced forms of genital tubercu- 
losis still necessitate extirpational procedures. The beneficial effects of combined 
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therapy follow the same pattern as those outlined for streptomycin. The addition 
of PAS to antitubercular therapy has lessened the possibility of relapses and re- 
currences. 

The clinical peculiarities of genital tuberculosis are such that diagnosis may 
easily be inaccurate. Five of these 18 patients were subjected to initial surgery 
with a diagnosis other than genital tuberculosis. The other 13 were correctly diag- 
nosed and managed accordingly. 

The recent introduction of isonicotinic acid hydrozines in no way minimizes the 
value of combined PAS and streptomycin therapy. 21 references.—Author’s 
abstract. 


69. Pelvic Tuberculosis. ALBERT B. BROWN, C. RICHARD, A. GILBERT, AND RICHARD 


W. TE LINDE, Baltimore, Md. Obst. & Gynec. 2:476—-483, November 1953. 


This is a clinicopathologic paper based on the study of 158 cases of pelvic tuber- 
culosis seen at the Johns Hopkins Hospital between the years of 1920 and 1950. 
The racial distribution was 35 white patients and 123 colored. A follow-up study 
was made on 93 of the cases, 18 of whom were treated with streptomycin. The 
incidence of tuberculous salpingitis seen in the pathologic laboratory is given as 
3.9 per cent. The average age was 27.6 years, with over 86 per cent of cases 
occurring between the years 15 to 39. 

A review of the symptoms showed that lower abdominal pain and leukorrhea 
were the most frequent, with an incidence of 69 and 62.6 per cent respectively. 
A change in menstruation was noted in 53.6 per cent, with amenorrhea or oligo- 
menorrhea occurring in 27.1 per cent and menorrhagia in 20.2 per cent. Painless 
ascites and loss of weight were also frequent symptoms. History of previous pul- 
monary tuberculosis and failure to respond to the usual treatment for gonorrheal 
pelvic inflammatory disease were noted in many cases. 

Pelvic tenderness and adnexal masses were the most common signs. A tem- 
perature elevation of above 100 F. was noted in one third of the cases and a leuko- 
cyte count of less than 10,000 was present in 78 per cent. 

The association of sterility and pelvic tuberculosis was noted, and pathologic 
study seemed to support the possibility of lack of ovulation as an etiologic factor, 

In the review of the pathology of pelvic tuberculosis, this paper supports the 
view that the pelvis is rarely the primary site of tuberculosis in the body. It 
would appear that the blood stream spread from a primary site elsewhere in the 
body, usually the lung, is the mode of entry into the pelvis. Pelvic tuberculosis 
usually begins as an endosalpingitis at the site from which it spreads to involve 
the rest of the pelvic organs and peritoneal cavity. This paper seems to support 
the view that the cervix and ovary is involved than is usually thought. In this 
series a tuberculous endometritis was associated with a tuberculous salpingitis in 
70.9 per cent of the cases. For this reason a D and C is suggested as a worthwhile 
procedure in cases suspected of being tuberculosis of the pelvis. 

There was a mortality rate of 20 per cent prior to the use of streptomycin and 
PAS. However, since the advent of this antibiotic, there has been a dramatic 
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improvement in results. The prognosis was affected unfavorably by the presence 
of an active chest lesion, a generalized peritonitis, and a pyrexia of above 100 F. 
at the time that the diagnosis of pelvic tuberculosis was established. It would 
appear that the lesion is a more serious one in the colored patient. 

The method of treatment suggested in this paper is surgery, Le. a total abdom- 
inal hysterectomy with bilateral salpingectomy. The removal of apparently normal 
ovaries is not advised. Preoperative and postoperative streptomycin and PAS 
therapy is strongly recommended. 1 reference. 4 tables.—Author’s abstract. 


70. Endocrine Allergy and the Therapeutic Use of Pregnandiol. GrorGE P. HECKEL, 
Rochester, N. Y. Am. J. Obst. & Gynec. 66:1297-1312, December 1953. 

Pregnandiol was used therapeutically to test the hypothesis that many dis- 
orders related to ovarian function are associated with an endogenous allergy to 
steroid hormones and related substances. Premenstrual tension, menopausal 
symptoms, pelvic pain (congestion-fibrosis syndrome, ovarian pain syndrome, etc.), 
painful breasts, and chronic cystic mastitis, acne, and other phenomena associated 
with the menstrual cycle were treated. Two hundred and fifty four cases were 
studied. Pregnandiol was chosen because in a previous study (Heckel, G. P.: 
Endogenous Allergy to Steroid Hormones, The Nature of Certain Disorders Re- 
lated to Ovarian Function. Surg. Gynec. & Obst. 92:191, 1951), skin-testing with 
various steroids of patients having these disorders showed that most of them were 
sensitive to it, and because it has no known biologic activity in man. A com- 
parable therapeutic technic would be treatment of all patients having early summer 
hay fever (grass pollinosis) in the northeastern United States with timothy pollen. 
Most sufferers from grass pollinosis would be sensitive to timothy, and because of 
the antigenic similarity of the pollens, extract of timothy would hyposensitize 
many patients sensitive to other grasses. 

Pregnandiol was administered by mouth in tablet form and by subcutaneous 
injection in microcrystalline aqueous suspension. The symptoms were relieved in 
192 cases (75 per cent). In larger doses, pregnandiol aggravated symptoms of 
which the patients complained, or produced new ones common to the various 
syndromes. These systemic reactions occurred in proportion to the dose. When a 


suitably small dose was administered daily or every other day, symptoms were 


relieved in the majority of cases in which systemic reactions occurred. Doses of 
1.0 mg. and 0.5 mg. by mouth were found to be too large for general use. When 
0.1 mg. by mouth produced systemic reactions, a dose was given subcutaneously 
which was small enough to produce no reactions. Doses of 10-7 mg. were found 
to be beneficial. This form of treatment, hyposensitization, was successful in 45 
(67 per cent) of 69 cases in which oral treatment had failed. The overall success 
of subcutaneous hyposensitization was 84 per cent. Local reactions to subcu- 
taneous injections were frequently observed. They were manifested by tenderness, 
induration, and erythema of varying degrees appearing in 24 hours and often 
associated with production or aggravation of symptoms (systemic reactions). 
Analysis of the symptoms experienced by all of the patients showed that pelvic 
pain, hot flashes, painful breasts, nausea, bloating, etc., were common to all of the 
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disorders, supporting the concept that the conditions have a common etiology. 
The diagnosis is likely to be based on chief complaint, and, in the case of the 
climacteric, on age. Many women as they approach the menopause begin to have 
premenstrual complaints which in a younger woman would lead to a diagnosis of 
premenstrual tension, rather than menopausal symptoms. The disorders at any 
age seem frequently to be associated with estrogen deficiency. The histories of the 
patients often revealed that the symptoms began shortly after pregnancy, suggest- 
ing that sensitization might have occurred during gestation when the blood levels 
of certain steroids are high. Psychogenic factors are important, as they are in all 
allergy. The symptoms appear to be manifestations of disturbed activity of the 
autonomic nervous system. 

Various factors considered in the ailergy-hypothesis may be correlated, as shown 
in an accompanying chart. 21 references. 2 figures. 8 tables.—Author’s abstract. 


Tl. Dehydrogenase Activity; Il. In the Fallopian Tube. Avan G. FORAKER, 
Houston, Texas; SAM WESLEY DENHAM, Jacksonville, Fla; AND POLINESTOR 
AGUILAR CELI, Lima, Peru. Obst. & Gynec. 2:500-507, November 1953. 


Localization of sites of dehydrogenase activity within fallopian tubes was studied 
by incubating tissue blocks from 27 women in neotetrazolium in succinate. Dehy- 
drogenases are intimately associated with cell respiration, function and growth. 
The results showed: (1) Marked dehydrogenase activity in tubal epithelium, more 
or less irrespective of other findings in the tubes or of the clinical setting. (2) 
Much less evidence of dehydrogenase activity in stroma and muscle in the absence 
of inflammation. (3) Considerable evidence of dehydrogenase activity in inflam- 
matory cells in chronic salpingitis. This activity was most marked in foreign body 
giant cells in granulomatous patterns in chronic salpingitis. 

Cholesterol crystals were identified in two cases of chronic salpingitis. 17 refer- 
ences. 7 figures.—Author’s abstract. 


OPERATIVE GYNECOLOGY 


72. Hystereclomy: Tolal versus Sublotal. 0. ¥. POMERLEAU. Sisters’ Hospital, 
Waterville, Me. J. Maine M. A. 44:257-259. September 1953. 

The first American total hysterectomy was performed in 1889 by Lewis Stinson, 
who announced locating the uterine artery as it enters the uterus and isolating it 
before ligating. In Europe, total hysterectomy has been the operation of choice 
for years and they term the subtotal hysterectomy as the “American operation.” 

The purpose of total hysterectomy is to eradicate the possibility of carcinoma 
developing in the stump of the uterus, the incidence of which is believed to be 
77 per cent. Pelham and Amreich state that cancer is 20 times more frequent in 
the cervical stump than in women who have not had a subtotal hysterectomy. 
This is due to devitalized tissue left behind which become infected and is more 
liable to be cancerous. 

The author does not find the technic of total hysterectomy difficult nor does he 
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encounter any complications or morbidity. On one occasion, when catheters were 
in the ureters, he discovered that the ureters were about one-fourth inch away 
at all times. He follows the Richardson technic of doing a total hysterectomy; 
by this method one is always brushing away the ureters. It takes a little more 
time than a subtotal but it gives assurance that the patient will not die of cancer 
of the cervix. 

Some of the usual objections given to total hysterectomies are : 

(1) Higher mortality rate. Tyrone and Weed in Modern Medicine, Oct. 15, 
1952, reported 1,457 total hysterectomies, with a mortality of 0.13 per cent and 
170 subtotal hysterectomies with a mortality rate of 0.59 per cent; (2) Danger of 
hemorrhage; (3) Danger of injuries to bladder and ureter; (4) Infection from the 
vagina; (5) More difficult’ technic; (6) Greater morbidity. Wm. W. Curtiss in 
Modern Medicine, Feb. 15, 1952, states that he performed total hysterectomies for 
two reasons: to rid the patient of cervicitis; and to prevent cancer of the cervical 
stump. The rate of pulmonary embolism is believed to be much higher in subtotal 
hysterectomies because of low grade infection in the cervical stump. 


73. A New Uterine Retractor. seromME scHWARTZ, Lynbrook, N. Y. West. J- 
Surg. 67:661, November 1953. 


\ new uterine retractor for obtaining and maintaining traction on the uterus in 
the performance of a hysterectomy is described. The instrument is a metal bar, 
5 inches long, three-quarters of an inch wide, with four finger grooves on the 
underside of the bar. The bar fits easily into the hand of the surgeon. At each 
end of the wire, there is a three-quarter inch long stainless steel bobbed hook. In 
operation, the hooks are placed into the body of the uterus. The point at which 
the hooks are inserted into the uterus will determine the length of the instrument, 
and varies with the operator. The handle is rotated 180 degrees so that the wire 
crosses on itself. This aids in maintaining traction and keeping the uterus rela- 
tively stable. With upward traction maintained, the uterus can be moved in any 
direction without loss of uterine stability as the wire moves freely through the bar 
to accommodate itself to the new direction of force. The instrument is to be used 
only in the performance of a hysterectomy, but not when a uterine malignancy is 
suspected. 2 figures.—Author’s abstract. 


STERILITY AND FERTILITY 


74. On the Physiologic Functions of Testicular Glycogen: A Tentative Theory. 
J. PEDRO ARzAC, Mexico, D. F. Ann. ostet. e ginec. LY XV:804-818, June 
1953. 


For the purpose of a study on sterility, this phenomenon is of considerable 
importance. As a matter of fact, aside from the lack of gonads or their annexes, 
the question of male sterility and any investigation that may be done on this 

_ subject from a therapeutic standpoint could probably be confined to three main 
conditions, each having a different prognostic outlook. The first is the typical 
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case of sterility from defective conveyance, due to some mechanical obstruction. 
The second one is that of hypospermatogenesis due to a lack of gonadotropic 
stimulation, in which case some results can be expected from a suitable specific 
therapy. The third condition ensues from primary testicular hypogonadism, fol- 
lowing a closed-circle pattern, which is bound to become gradually worse as time 
passes. The treatment of this condition offers very little hope of success so long 
as no agent can be found that would break this vicious circle after its onset. 

Although at this stage none of the known therapeutic agents warrant optimism 
in cases belonging to this group, still we can outline the characteristics of the 
action that this agent, when found, will have to exert, either directly or indirectly: 
(1) restore the balance of metabolism in Sertoli’s cells; (2) act on such enzymatic 
phenomena as may affect the polymerising process of the connective tissue. 

It might be important, in connection with this, to mention that according to 
Gersh and Catchpole, androgens are able to depolymerize the glycoprotein of the 
interstitial mesenchyma of the testicle, and that some recent investigations seem 
to have ascertained that very heavy doses of androgen are bound to exert a stimu- 
lating action on spermatogenesis. 

At this stage we are not yet in a position to know whether this result will be 
obtained from androgens, or from some other, and perhaps still unknown, drug; 
but the only hope for sterile men and for endocrinologists is likely to be in the 
direction outlined here. 19 references. 4 figures.—Author’s abstract. 


75. Some Possible Causes of Slerility. JOHN HAMMOND, Cambridge, Mass. Ann. 
ostet. e. ginec. LX XV:797-803, June 1953. 

Several possible causes of sterility are suggested by experiments which have 
been made on multiple ovulation and egg transplantation. They are as follows: 

(1) The egg may be dead before it leaves the follicle when ovulation is too long 
delayed. 

(2) Under the influence of progesterone the egg may pass too quickly down the 
tubes and either not become fertilized or perish in a uterus which is not yet ready 
to receive it. 

(3) Penetration of air into the uterus during the luteal phase of the cycle may 
not only cause death of the developing egg but also infection of the uterine mucosa. 

(4) Much early fetal atrophy occurs about the time of implantation and sug- 
gestions are made as to possible causes. 20 references. 1 figure.—Author’s abstract. 


MISCELLANEOUS 


76. Anterior Ocular Ovarian Grafts in the Rabbil. sULIAN E. WARD, HERMAN L. 
GARDNER, AND BERNE L. NEWTON, Houston, Texas. Am. J. Obst. & Gynec. 
66 :1200-1202, December 1953. 


This study of rabbit ovarian tissue transplanted into the anterior chamber of 
the rabbit eye yielded data on the incidence of transplantability of such tissue, 
the use of the intraocular ovarian grafts as a biologic test for pregnancy, and 
estrogenic inhibition of ovarian function. 
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The overall rate of “takes” among 134 transplants into 80 animals was 105 
(78.4 per cent). Homologous transplantability was not significantly altered by 
spaying or castrating the host animal. There appeared to be no statistically sig- 
nificant difference in incidence of transplantability between autologous and ho- 
In general, the incidence of transplantability was found to be 
slightly higher in female host groups than in male host groups. 


mologous grafts. 


The use of the ocular ovarian graft as a biologic test for pregnancy (modified 
of filtered neutral urine from pregnant 
women were injected by ear vein into a rabbit bearing a viable ocular ovarian 


Friedman) was re-evaluated. Ten cc. 


transplant. Response to the chorionic gonadotrophin stimulus was reflected by 
the production of grossly visible hemorrhagic follicles appearing on the grafts 2 to 
72 hours after injection of the urine. When the transplants had been allowed to 
remain and mature in the animal eye for at least three months after the trans- 
plantation procedure, the incidence of appearance of hemorrhagic follicles was 
quite high in 54 tests. Two grafts responded “positively” to urine from a patient 
In 50 tests per- 
formed earlier than three months after transplantation of the graft, reduced follic- 


four weeks past her last menstrual period (ectopic pregnancy). 
ular response was reported. Such a pregnancy test represents a simplification of 
the Friedman test and offers the advantages of constant visualization of the viable 
ovary, repeated use of a single animal, and elimination of error due to improper 
isolation of the rabbits. 

In an additional study the authors report further evidence supporting the view 
that, in the rabbit, estrogens act directly upon the ovary (rather than via the 


pituitary) to suppress follicular development. 3 figures.—Author’s abstract. 


OBSTETRICS AND GYNECOLOGY CONGRESS DECEMBER 13-17 


The sixth American Congress on Ob- 
stetrics and Gynecology will be held at 
the Palmer House, Chicago, Dec. 13-17. 

The five-day meeting is sponsored by 
the American Committee on Maternal 
Welfare, Inc., and the American Academy 
of Obstetrics and Gynecology. It will 
bring together the 4 major groups con- 
cerned in the development of better care 
for mothers and babies—medicine, nurs- 
ing, public health and hospital adminis- 
tration. 

The program will include 27 formal 
papers, 22 symposia and panels, luncheon 
discussion groups, and several hundred 
round-table discussions on all phases of 
maternal and newborn care. 


Information about the meeting may be 
obtained by writing to the Sixth Ameri- 
can Congress on Obstetrics and Gyne- 
cology, 116 Michigan Ave., Chicago 3. 

Honorary general chairman of the 
Congress is Philip F. Williams, M.D., 
former professor of clinical obstetrics 
and gynecology at the University of 
Pennsylvania. 

General chairman is R. Gordon Doug- 
las, M.D., professor of obstetrics and 
gynecology at Cornell University Medi- 
cal College. 

General program chairman is Law- 
rence M. Randall, M.D., professor of 
obstetrics and gynecology at the Mayo 
Foundation Graduate School. 


N 50% of menstruating women,! 
emotional symptoms have a phy- 
sical basis that you can treat medi- 
cally. The syndrome of premenstrual 
tension—depression, irritability, anx- 
iety, headaches, fatigue, mastalgia, 
edema —“‘cannot be dismissed as be- 
ing neurotic or primarily phycho- 


genic.”* 


Effective in 80-90% of cases, reports 
Morton:3.4 “The greatest improve- 
ment was noted in the nervous and 
mental symptoms.’ 


1. Freed, S. C.: Internat-Rec.’Med. 166.465 (Nov.) 1953 


2. Rees, L.:J.Ment. Se. 99:62 (Jan.) 1953.3. Morton.J.H., 


ol.: Am. J. Obst. & Gynec. 65:1182 Uune) 1953. 
4. Morton, J. H.: Internat. Rec. Med.1 66:505 (Nov.) 1953 
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p.c., for 10 days 
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In bottles of 60. 
Recommend a high-protein, 
low-salt diet. 


Samples available on request. 
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be Comfany 


New York 14, New York 


Each Pre-mens enteric 
coated tablet contains: 


Ammonium chloride ...... . 5.0 gr. 

Homatropine methylbromide . 0.5 mg. 
Caffeine alkaloid ......... 0.5 gr. 

Vitamin B, (Thiamine HCl) . . 2.0 mg. 
Vitamin B, (Riboflavin) ..... 1.0 mg. 
Vitamin B, (Pyridoxine HCl) . . 0.5 mg. 
Calcium pantothenate ...... 1.0 mg. 
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